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NOOD GENERAL PRACTICE 


By STEPHEN TAYLOR, M.D. 
Visiting Research Fellow, Nuffield Provincial Hospitals Trust 
604 pages 55 illustrations 12s. 6d. net 
A Nuffield Provincial Hospitals Trust publication of outstanding 
interest to every general practitioner, and to all in hospitals who 
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. acclaimed on many sides as the most important contribution 
to ‘the literature of general practice ever published.’ 
— Medical W orld. 
Oxford University | Press, Amen House, London, | E.C 4 


AREERS IN MEDICINE 


Edited by P. O. Wala, 1% (Cantab.), M.B., 
B.Chir., M.R.C 
With contributions from 49 eminent medica] authorities 
Or. 8vo 292 pages Price 15s. net, plus 8d. postage 
This book outlines the particular qualities of mind, the type 
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Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
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By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 314+x 10s. 6d. net, plus 6d. postage 
Revised and enlarged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling numbers). 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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11 Colour Plates. 1565 Pages. Price 28 10s. net. 
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F “EWIS’S LENDING LIBRARY CATALOGUE 
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Demy 8vo. 35s. net (to subscribers 17s. 6d. net), postage Is. 6d. 
—a 1950-1952. Pp. 288. To subscribers 3s. net, 

postage 6 To non-subscribers 6s. net, postage 6d. 
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by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 6d. postage 
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The Lancet Limited, mo Adam- stre et, Adelphi, London, W.C.2 
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Physician, Royal Chest Bava Physician to the 
Ministry's Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth ; te 
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SURGERY of the ALIMENTARY TRACT 


By RICHARD T. SHACKELFORD, Assistant Professor of Surgery, Johns Hopkins University School of Medicine. 


In three volumes, totalling 2842 pages. 


A new encyclopedic work, based on the world famous 
Bickham's Operative Surgery. 

It covers exhaustively nearly 600 procedures for over 150 
disorders of the alimentary tract, liver, gallbladder, pancreas 
and spleen—including hernia. 

Here is what every surgeon and gastro-enterologist 
will want to know about surgery of the alimentary 
tract. 


2800 illustrations. 


Price of the complete work £21. 
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Dryden’s words might well describe the welcome relief from 
discomfort that ‘ SURFATHESIN’ bestows on mucous 
surfaces or on injured skin. In abrasions and burns, 

as well as in irritant conditions involving the genito-urinary 


and rectal mucosa, a single application usually produces 





relief lasting for several hours, Repeated applications 


CREAM : L OT ION _ do not produce tolerance or sensitisation. 
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Even in these enlightened ee 


guidance in methods of Family Planning can do much to remove 
anxiety and promote a patient’s mental and physical well-being. 
In order to accommodate individual preference 
two types of contraceptive are presented. 


GYNOMIN 


The scientifically balanced, antiseptic and 
deodorant contraceptive in tablet form. 


The average weight of each tablet when packed , spermicidal and dispersive power. Pleasant in 
is 1.2 grams, and contains w/w. use. Reasonably priced. 
FORMULA > FORMULA 
5 Sodium Bicarbonate B.P. . . . « « 12.7 Sodium dioctyl — 
Xp Tartaric Acid . . . a e © «0 Bey > (eo ' a aT ee a 
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Perfume q.s. Trioxymethylene B. PC... o. iwe'g,: aa ee 
ee ae eer Se S. Baie 2 ar ase . 100.0 
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Medical literature and samples on request 
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WEST DRAYTON 
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for maximum safety, any chemical contraceptive should be used in conjunction with a 
mechanical barrier. 
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ANTEMIN 


A recently introduced cosmetic-type cream 
simple in application, possessing efficient 
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Specifically indicated in the treatment of 
TINEA PAEDIS and TINEA CRURIS 
SUBLAMIN is the ideal fungicidal lotion for 
the treatment of Tinea Pedis, Tinea Cruris, 
and other fungus infections of the smooth skin. 













fungus infections of the smooth skin 


SuBLAMIN has the following advantages: 

The excipient evaporates quickly, leaving the thera- 
peutic substances, in finely particulate form, in 
intimate contact with the affected areas. In conse- 
quence, the maximum destructive effect on the invading 
fungus is_ rapidly achieved. Being non-greasy 
SUBLAMIN obviates the need for dressings and will not 
promote the growth of secondary infective organisms. 
Its application is extremely simple. 


ACTIVE INGREDIENTS:- ° ° ° 
Ste, Dome 4.829% For full information please write to: 
Benzalkonium Chloride "050% 


Cetyl Pyridinjum Chioride .050°% 


EDWARDS HARLENE LIMITED, 58 GOUGH STREET, LONDON, W.C.1 


ingthe bronchial tree 








sthma A ‘A SMAC’ TABLETS are formularized 
to provide symptomatic relief of the 

bronchial tree both during actual dys- Packs and Cost 
pnoeic attacks of bronchial asthma, and to Pharmacists: 
os Pee ; Standard Tube of 20: 3/- 
‘Asmac’ Tablets combine in a single ; : : 
prescription ‘official’ drugs recognized for Dispensing Bottles : 
their reliability to effect mental sedation, 100, 12/- ; 500, 52/6; 
decongestion, expectoration and broncho- 1000, 102/6 
dilatation. 















% 





Formula (each Tablet) :— 









\llobarbitone B.P.C. .. ie .. 0.03 g. (0.46 grain) 
Liquid extract of Ipecacuanha BP... 0.02 ml. (0.34 minim) 
Ephedrine Hydrochloride B.P. .. O01S g. (©.23 grain) 
Caffeine B.P. ee és os 0.10 g. (1.54 grains) 
Theophylline with Ethylenediamine B.P. 0.15 g. (2.31 grains) 






Pl, Sl, S4. Permissible on N.H.S. scripts. 


A. WANDER LIMITED 


42. U G Street, G Square, 
_ Lendon W.1. 
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A well-proved formula 


THYRODEX 


TABLETS 





Excess weight puts a brake 
on physical activity 


Thyrodex tablets contain 
dexamphetamine sulphate to 
depress the appetite and 
thyroid substance to 
reduce fat stores. 


Literature and samples on request. 
PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford, England 








THE HOUSE «) OF HEWLETT 


5.88: | 


(Sodium Bismuthyltartrate for Injection) 
— is a SAFE form of therapy 


Indicated in the treatment of all forms of rheumatoid 
arthritis and Still’s disease and in some cases of 
infective arthritis and fibrositis. : 


Literature available on request 





Cc. J. HEWLETT & SON LTD. 


Manufacturing Chemists 





KING GEORGE’S AVENUE, WATFORD, HERTS. 
Telephone :_ WATFORD 7761 
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For patients who are anxious, tense, restless. . . yet 
have to cope with the weightier problems of the 
day . .. Seconesin provides a safe relaxant-sedative. 
Non-narcotic and with a minimum of secobarbital, 
there is no danger of cumulation or “hangover” 
° as | ie, because both components are rapidly eliminated. 

- pod Seconesin acts promptly and its effect lasts only a 
few hours. Day-time relaxation with Seconesin is 
so calming that most patients sleep well at night 
without further hypnotics, or sedatives. 


A man with a lot ON = Each tablet contains: — —Mephenesin 400 mg. 
. A Secobarbital 30 mg. 
his mind must be calm yet alert 


SECONESIN 


Packings of 25, 100 and soo tablets Full literature on request 
Basic N.H.S. cost — 3/4d. per bottle of 25 tablets 





THE CROOKES LABORATORIES LIMITED - PARK ROYAL + LONDON N.W.10 











A NEW ORAL CHEMOTHERAPEUTIC 
FOR TUBERCULOSIS 


A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions. 





Literature on therapy and dosage on request. 


._  BENGUE & CO. LTD. 
7 MANUFACTURING CHEMISTS 


Tablets of 100 mg. of Isonicotinic acid Mount Pleasant - Alperton 
hydrazide-p-aminosalicylate, Wembley - Middlesex 
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ECONOMY PRESCRIBING 


Without detriment to the treatment of patients . . . 


Cremalgin 


(Rubefacient Balm) * 


%& Methyl Nicoti 1.0%. inti inti > H 

Given Guuartane 105% On average 100,000 prescriptions Every prescription for Cremalgin 
Ol% "Cuotian — for rubefacient balms are written represents a 50% saving to the N.H.S. 
Excipient q.s. 

a arb te monthly—testimony enough because Cremalgin is identical in 

to their efficacy. But the cost formula and quality with 

HALVES THE COST to the Health Service is currently available Methyl Nicotinate 
of treatment in . . : : : ’ 
Rhe tism, Fibrositis, disturbing, particularly in the creams, and is supplied at one half 
Sciatica, Lumbago, light of the urgent need for their cost. 9,000 doctors have already 


Muscular pains, and 


associated conditions. economy. requested and received samples. 


Available from all wholesale chemists, packed in | oz. dispensing tubes at 2!/- per doz. and in | Ib. dispensing jars at 19/6 per unit. 


West Pharmaceutical Company 
Wood Lane, London, W.12. Telephone: SHEpherds Bush 6262 























“WYOVIN’ 


ATROPINE-LIKE ACTION WITHOUT MYDRIATIC OR SALIVARY SIDE EFFECTS 







TO CONTROL 
HYPERMOTILITY AND PAIN 


in peptic ulcer 


The use of atropine or belladonna to quieten 
gastric movements and “hunger pain” in the 
treatment of peptic ulcer has hitherto been 
complicated by blurring of vision and dryness 
of the mouth. ‘WYOVIN’, the new Synthetic anti- 
spasmodic, exhibits the smooth muscle relaxant effects of 
atropine to the full, without visual or oral disturbance. 





Z a He ‘WYOVIN’ 
(Wieth) 10 mg. tablets available in ‘not ath 
bottles of 50 and 250. DICYCLOMINE 


N.Wd 














John Wyeth & Brother Limited, Clifton House, Euston Road, London, 
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Codis 


and 











the 


Physician 


THE ADVANTAGE OF “CODIS” to the 
physician is this. 

Like Tab. Codein. Co. B.P., Codis 
offers the valuable and tried combin- 
ation of aspirin, phenacetin and 
codeine phosphate. But the aspirin 
in Codis, unlike that in Tab. Codein. 
Co. B.P., is in the form of soluble 
calcium aspirin—which is formed 


immediately the tablet is dissolved in 
water. This calcium aspirin is of 
course far less likely to cause the 
gastric irritation sometimes produced 
by acid particles of ordinary aspirin. 
Because it is more readily soluble, 
Codis will be found easier to admin- 
ister—and the aspirin it contains will 


be rapidly absorbed by the patient. 











COMPOSITION 


Each Codis tablet contains:—Acid. Acetylsalicyl. B.P. 4 gr.; Phenacet. 
B.P. 4 gr.; Codein. Phosph. B.P. 0-125 gr.; Calc. Carb. B.P. 1-2 gr.; 
Acid. Cit. B.P. (Exsic.) 0-4 gr. 


Codis (Regd.) is not advertised to the public 


FOR PRESCRIPTION. Codis is available in distinctive gold foils of 6 
tablets each. 
PUBLIC SIZE. 20 tablets in foil, 2/7 each, inc. P.T. 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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... We grea , th in these Dalmas 





DALMAS TULLE GRAS DRESSINGS 


SULPHONET PETRONET URO-SULPHONET 
(Paraffin eet) Dressing, 


Wide mesh gauze impreg- A sterile dressing impreg- A strip dressing impreg- 
nated with petroleum jelly, ated with petroleum jelly ated with a wool alcohol 
balsam of peru, and sulpha- anq balsam of peru. For all emulsion containing Sulpha- 
thiazole 5%. A ready-to- “ p ; A Py 

use sterile dressing for lesions, abrasions, ulcers ; thiazole 5% and Usethann 
wounds, burns, skin grafts these dressings ensure pain- 2%. Provides a dressing 
and areas where there has ess removal. that is bacteriostatic and 
been skin loss. In squares 38° x 3” and analgesic ; destroys offen- 
In squares 3)” x , and packed ~o fle we sive wound odour. Also an 
strips 5 yds. x 34”. Packed of dressings 5, 10 and 36. ideal burn dressing. Packed 
0 and Secueen Avail: Also in strips of 8 yds. x33". i, ®, continuous strip 
able on E.C.10. Available on E.C.10. 34” x 5 yds. 


DALMAS 


DALMAS LIMITED, LEICESTER & LONDON. Established 1823 
9 
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[mproved 
intragastric 


therapy 


WHENEVER WHOLE PROTEIN cannot be ingested, digested, absorbed 
or utilised, Casydrol (Oral)—predigested protein—may well speed 
recovery and hence discharge from hospital. 

CASYDROL (ORAL) is half amino-acids and polypeptides and 
half lactose—the lactose helps to meet the caloric needs of the 
patient and spares the protein for tissue regeneration. Casydrol 
(Oral) is ideally suitable for administration by intragastric drip and is 
an advance on milk drip therapy. 

CASYDROL (ORAL) is classified in Category 1 and may be 
prescribed under the National Health Service. 


Casydrol 


ORAL 
| BENGER ) 


PRODUCT 





BENGER LABORATORIES LCimMIiTeod ‘ HOLMES CHAPEL «© CHESHIRE 
or 


1U 
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On this occasion the highest peak has to make room for the announcement of a new 


addition to the ‘ Eskacillin ’ range of palatable oral penicillins. 


NEW W_, ESKACILLIN 300 


containing 300,000 i.u. per standard medical teaspoonful (I fl. drachm: 3.5 ml.) 





This new high strength ‘ Eskacillin’ 300 
offers the convenience of less frequent H ; G H E R STR E N GTH 


(b.d. or t.i.d.) dosage whilst retaining 


the advantages of high initial blood S j M PLE Q D 0 SAG E 


levels and sustained therapeutic effect. 





In 14 fi. oz. (42 ml.) bottles 
Other Eskacillin preparations are available in 2 fl. oz. (56 ml.) bottles 


AD SMITH KLINE & FRENCH INTERNATIONAL CO, 
represented by 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
Tel: BRixton 7851 


‘ Eskacillin’ is a registered trade mark 





ecr4s 
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Save time on urine tests with. 


GLINITEST an AGETEST 


TRADE MARK 


Reagent Tablets 
for the detection of Glycosuria 


TRADE MARK 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 


4 
S 
J 
4 
I 
N 
| 
a 
™ 


HET 
\\ 


/ 


CLINITEST 


No external heating - No measuring of reagents 

Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices : Set 6/8 


complete. Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 


AMES COMPANY (Lonpon) LTD. 
Sole Distributors for the United Kingdom and Eire: 
DON S. MOMAND LTD., 58 ALBANY STREET, LONDON, NW! 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and * Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 











The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening procedure or asa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 


I Putt drop of urine on tablet. 


2 Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 tablets 


> So 
with colour scale. ton “seoveawas 


= INGREDIENTS 
*Acetest’ Reagent Tablets pennennne et 

° . . hum Prosprat® 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 





REFERENCES 
(1954) ‘Clinical Tests for Ketonuria’, 

‘Lancet’, April 17th, pp. 801/804 
(1954) * Medicine Illustrated’, May, p. 289 


(1954) * Practical Clinical Biochemistry’, 
Heinemann, p. 74 


(1954) ‘ Clinical Tests for Ketonuria’, 


* Lancet’, July 10th, p. 95 
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Gravitational Ulcers and Burns 


COMPOL 


TULLE 


CIMLAC GAUZE—an impregnated open mesh 
tulle to counter infection due to Gram- 
positive and Gram-negative organisms 

and to assist healing by provision of the 
amino acid glycine. 

The aseptic properties are enhanced 

by a protective polythene film, easily 

removed and requiring minimum handling. 





FORMULA: Aminacrin. Hydrochlor., 0.1%; Hexylresorcinol, 0.1%, in a 
sterilized glycogelatin base. 
PACKS: Carton containing 10 pieces 34” x 34”. Each piece separately 


heat-sealed and enveloped, with printed instructions for use. 
Aluminium box containing 24 pieces, 34” « 34”. jgj uz 





CIMLAC 
PAY BY AD) 


Conforming to the specification for Compound Aminacrine Tulle of the Drug Tariff published 


——" CALMIC LIMITED 


Telephone 
Crewe 3251-5 
















ND 


{MINACRINE 


Literature 
and 
Samples 
available 

on request 
from the 
Medical 
Department 


by the Ministry of Health 
LONDON 


2 Mansfield Street, W.1 
Telephone LANgham 8038-9 
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For True Butter Action... 
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P P PACKAGES 
Prodexin has all the attributes of a Cartons of 30 individually wrapped tablets. 


true buffer, and more besides: Dispensing packs of 240 tablets. 


@ it keeps gastric acidity down to an equable level 
(pH 3°5 to 4°5). 

@ it does not alkalise the stomach contents, so that 
acid rebound cannot occur. 

@ its effect is consistent and prolonged. 

@ it does not vary in potency. 

@ it is pleasant and safe to take and is free from 
grittiness. 


FORMULA 
A'uminium glycinate . . . . 2 © © © « « 0-9 
Magnesium carbonate. . . . . + « « 0-1 


Reference: Practitioner, 173: 46, 1954. 





Cc. kL. BENCARD LTD. PARK ROYAL LONDON, N.W.10 
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up...and...up-and-coming. 


Terramycin BRAND OF OXYTETRACYCLINE 
since its discovery in 1950 has become the most 


widely prescribed broad-spectrum antibiotic. 
Its rapid antibacterial action in so wide a range 
of infections, the fact that it is well tolerated 
and is available in many convenient forms, 
and its positive contribution towards reducing 
the cost of health undoubtedly explain this 


world-wide acceptance. 


TABLETS - ORAL SUSPENSION - PAEDIATRIC DROPS 


OINTMENTS - INJECTIONS. 





Tetracym sxaxo or rereacycune 
discovered in the Pfizer Research Laboratories 


promises to be as valuable an anti-infective as 
Terramycin. Like Terramycin, TETRACYN is 
very soluble and stable and produces comparable 
blood levels. 

TETRACYN has been used in selected cases in 
British hospitals since October 1954, and experi- 
ence is confirming its early promise. 
TETRACYN is indicated where certain anti- 
biotics produce troublesome side reactions such as 
nausea and vomiting or prove to be ineffective, 


DISCOVERER OF TETRACYCLINE 


PFIZER LIMITED - FOLKESTONE - KENT 


*Trade Marks Chas. Pfizer & Co. Inc. 


"x 15 
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TONIGHT —she will need EIGHT 





Pollen-sensitive patients dread the approach of Summer. Not only during 
the day but also at night they need relief from the wretchedness of hay 
fever, or asthma’s choking distress. 


Tedral Enteric Coated for Extended Relief. Tedral and Tedral Enteric 
Coated tablets work together to bring relief within minutes . . . lasting for 
eight hours. As the active principles in Tedral relax smooth muscle and 
reduce oedema, breathing becomes easier and tension diminishes. 


Dosage. Tedral (plain) acts within 15 minutes, lasts 4 hours. Tedral 
Enteric Coated has a delayed action of 4 hours. Thus one Tedral plus 
one Tedral Enteric Coated will give most sufferers eight hours’ relief. . . 
enough to last the night. 


Tedral provides : 

Theophylline - + = = 2gr. (120 mg.) 

Ephedrine hydrochloride - # gr. (25 mg.) & roa 
Phenobarbitone - - - - 4gr. (8 mg.) 


8.TV POISON 
Both Tedral tablets and Tedral Enteric Coated tablets are available in bottles of 
50; also in bottles of 500, supplied to chemists at 26/-d. and 29/-d. each. 


No Warner product has ever been advertised to the public. 
William R. Warner & Co. Ltd., Power Road, London, W.4. 





HOURS of relief from hay fever or asthma 
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A MAJOR OPERATION is in progress. It 
is essential that the patient’s circulating 
blood volume be maintained—especially 
during the following critical twenty-four 
hours. 

A CLEAR CASE FOR DEXTRAVEN, the 
optimal fraction dextran. Dextraven 
is eminently suitable for the prophy- ap 
laxis of surgical shock. Also forimme- 
diate treatment following trauma. | y 
Raising the blood pressure swiftly and / ¥ 
surely, it stays in the circulation in | 

! 






THE PROPHYLAXIS OF SHOCK 





significant concentration during the vital 
post-operative twenty-four. hours. 


DEXTRAVEN CAN BE given immediately 
by intravenous infusion. Stable indefi- 
nitely under all conditions, it requires no 
special storage precautions. 


DEXTRAVEN IS APPROVED by the 
Ministry of Health. Fully descriptive 


Information Service is always at your 
disposal. 


} literature is available and a Technical 


A clear case for DEXTRAVEN 


BENGER LABORATORIES LIMITED HOLMES CHAPEL ‘ CHESHIRE 





©.5 (Rev.2 
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Pronounced decrease in intraocular pressure follows 
oral administration of DIAMOX Acetazoleamide to glauco- 
matous patients. 


This significant finding has been made in numerous clinical trials—and 
to-day there remains no doubt that DIAMOX has an important role to 
play in the treatment of many forms of glaucoma. A powerful inhibitor 
of carbonic anhydrase, DIAMOX acts in the eye by inhibiting the 
formation of the aqueous humour—i.e., the inflow. 

DIAMOX fulfils two vitally important functions. Firstly, by lowering 
intraocular tension, the drug enables miosis to be achieved—either 
spontaneously or by the use of miotics previously ineffective ; the angle 
is thus unblocked and drainage can occur. Secondly, DIAMOX does 
much to lessen the degree of urgency in treating closed-angle glaucoma 
and greatly improves the prospects of successful surgical intervention. 
It is in acute angle-closure glaucoma, however, that DIAMOX gives 
particularly impressive results, and in at least some cases the angle- 


* closure is» reversible. 





ED EH FS EVE CD 


ACETAZOLEAMIDE 
Packing : Scored tablets of 250 mg. Bottles of 25 and 100 tablets. 


Literature on request ® Regd. Trade-Mark 


LEDERLE LABORATORIES DIVISION 
(yanamid oducts Lid BUSH HOUSE, LONDON, W.C.2 TEMPLE BAR 5411 
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INTEGRATED 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
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By sharply reducing the frequency 
and severity of attacks, and effecting a 
marked improvement in mental alert- 
ness and general well-being,‘Mysoline’ 
enables the adult epileptic to become 
a confident, self-supporting member 
of the community. The outstanding 
value of ‘Mysoline’ in grand mal and 
psychomotor epilepsy has been con- 
firmed in widespread trials carried out 
over the past four years, in the leading 
neurological centres of many countries. 
A noteworthy feature of these investi- 


A subsidiary company of Imperial Chemical Industries Ltd. 
FULSHAW HALL, WILMSLOW, MANCHESTER 
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gations is that the majority of cases 
selected were patients who had hitherto 
failed to respond to all other forms 
of treatment. Now internationally 
recognised as an important advance in 
the treatment of epilepsy, ‘Mysoline’ 
combines powerful anticonvulsant 
activity with low toxicity and freedom 
from hypnotic effect. Its usefulness 
in petit mal has also been studied, and 
some workers have reported that sub- 
stantial or complete control of attacks 
18 frequently obtained. 


Mys oline in the control of epilepsy 


a tt Mg OO 


NA 
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y fever... 





| ... the 
ideal nasal 
decongestant } 







NASAL DROPS 


Literature and sample gladly sent on request. 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 8 220 





20 








THE Lancet] 


THE LANCET GENERAL ADVERTISER [May 21, 1955 











\ 


“ 


ae 


arse 


Each tablet contains >= 








*‘Merbentyl’ to diminish gastro-intestinal motility 
and assure prolonged contact of the other therapeutic 
agents with the stomach and duodenum ; 

& Methylcellulose to give the ulcer a protective coating 
while it heals ; 

@ Aluminium Hydroxide Gel and Magnesium Oxide to 
neutralize excess acid; 

@ Sodium Laury] Sulphate to inhibit pepsip and lysozyme 

hyperactivity. 

These ingredients in balanced combination make up 

the new and highly effective peptic ulcer medicament. 


~~! KOLANTYL 








hexyl hydrochloride)... 5 
Aluminium Hydroxide Gel 400 mg. 
Magnesium Oxide................ 200 mg. 
Sodium Laury! Sulphate... ee, oy 
Methy Icellulose 100 mg. distributed in the United Kingdom & Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


Bottles of 50 and 250 tablets, 


for the Wm. S. Merrell Company, London, 


21 





pment ee 











[May 21, 1955 


THe Lancet] 


THE LANCET GENERAL ADVERTISER 





In Coma or Delirium 


from Barbiturates, Narcotics, Alcohol 








In Toxicity (with psychoses ) 


fromAcute infections e.g.Influenza, Pneumonia 








from Prolonged ill health 


In Psychoses 
Multiple operations, Chronic stress 














PARENTROVITE 


The following are some of the conditions for which PARENTROVITE is being found 
effective: Acute alcoholic psychoses, including delirium tremens ; Coma or delirium 
from drugs e.g. barbiturates ; Collapse after continuous narcosis ; Drug withdrawal 
symptoms ; Post-operative confusional psychoses ; Psychiatric reactions to prolonged 
ill-health ; Toxic syndrome of and sequelae to influenza and pneumonia. 


In all these conditions there is disturbance of intracellular glucose metabolism in 
the brain calling for massive doses of the VITAMIN B COMPLEX and VITAMIN C given 
by the most rapid and effective route. 


Adequate dosage can be given by slow intravenous injection or, diluted with normal 
saline by intravenous drip. Ampoules are also available for intramuscular injection. 





VITAMINS LIMITED 


(DEPT. B.3 ) UPPER MALL, LONDON, W.6 
NOTES on the formulae, rationale and dosage obtainable on request. 











Other Preparations containing the Vitamin B Complex. 


to 
bo 





Two groups of preparations containing the vita- 
min B complex in less massive concentration are: 
BECOVITE & BEFORTISS. The B complex in 
Tablets, Ampoules and Elixirs. 

A related polyvitamin preparation is 
OMNIVITE FORTE. This contains a full range of 
B vitamins with vitamins, A, D, E and C and 





supplies the need when these additional vitamins 
are required. Its principal use has been in the 
treatment of alcoholic addiction as an adjunct to 
psychiatry. 

It is also valuable as a source of vitamins in 
cases where signs or symptoms suggest an 
insufficiency. 
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Antistin-Privine 

















ANTI-ALLERGIG AND DECONGESTANT 


IMMEDIATE RELIEF 


IN HAY FEVER AND OTHER 


ALLERGIC RHINORRHOEAS 





Prolonged freedom from symptoms 


follows a single application 


POCKET NEBULISERS #« DROPPER BOTTLES 





Antistin-Privine contains 0.5% Anvsistin (2-phenylbenz,/ami hylimidazoline) and 
0,025 % Privine (2-naphthyime :hyl-imidazoline nitrate) 


©. 1. 8A 


‘Antistin’ and ‘Privine’ are registered trade marks. Reg. ust 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 1234 ~ Telegrams: Cibalabs, Horsham. 





14/5) 
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FOR URINARY TRACT INFECTIONS 






4 


GNOUNUNG. » 





Furadantin, brand of nitrofurantoin, is a new antibacterial nitro 
furan for use in urinary tract infections only. It is effective clinically 
against the majority of urinary tract bacteria, including Proteus, 
Pseudomonas and Aerobacter species. 


Indications : 
Pyelonephritis 
Pyelitis 
Cystitis 





Advantages: 

%* Wide antibacterial range 
% Rapid action 

%* No serious side-effects 





The antibacterial range of FURADANTIN is con- 
siderable ; it is bactericidal to a wide variety of 
both Gram-positive and Gram-negative organisms. 
Its action is prompt, antibacterial concentrations 





O]O}O}O 
O}O]O}O 


usually appearing in the urine in 30 minutes, 
while in 24 hours the urine is frequently clear. 
After 3-5 days most patients are symptom free. 
Side-effects are slight and may readily be 





overcome, 


F u r a d a n t i n N - (5-nitro-2-furfurylidene)-|-aminohydantoin is 


available as tablets of 50 mg. in bottles of 25 


Further details and suggestions on the use 
of FURADANTIN will gladly be supplied on 


Suggested adult dosage: request. 


5 to 10 mg. per Kg.—2 tablets 
four times daily, with meals 


a nee DUNCAN, FLOCKHART «CO. LTD, 


104-108 HOLYROOD ROAD - EDINBURGH: 8 
155-157 FARRINGDON ROAD: LONDON : E.C.i 


* Regd. trade mark. For Eaton Laboratories, Norwich, New York. 
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@ 


she’s taken the 






day in her 


stride 


In this age of unrest and hurried living a large proportion of those 
seeking medical aid are beset by vague feelings of depression and anxiety; 
factors which may seriously impede recovery from physical illness. 

Anxine Tablets provide comprehensive symptomatic treatment of 
anxiety states, psychoneuroses and psychosomatic disorders by improving 
mood and increasing confidence, by inducing gentle sedation and allaying 


anxiety and by securing the optimal degree of muscular relaxation. 


ANXINE 


FOR AWATLE TF FY STATES 


Each tablet contains dexamphetamine sulphate 2°5 mg., cyclobarbitone 35 mg. and 
mephenesin 120 mg. 
















i LTD 
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EVANS 


Meo:ical 


COLLIRON 


One of a complete range of 


Iron Preparations 


Many oral iron preparations cause gastro- 
intestinal irritation thereby making it im- 
possible to administer sufficient iron by the 
oral route to restore the hemoglobin level 
to normal. Colloidal ferric hydroxide in the 
form of COLLIRON overcomes this great dis- 
advantage, as the iron is presented in a non- 
irritant form and is readily tolerated even 
in large dosage over a prolonged period. 


Presentation 


Bottles of 4 fl.oz. and 8 fl.oz. 
Dropper bottles of 30 ml. 
COLLIRON is also available in capsules 
If rapid response to iron therapy is needed 
COLLIRON I.V. is unexcelled. 


COLLIRON 


OUTSTANDING 
ADVANTAGES OF 
COLLIRON 


- Pleasant to take 
‘ Well tolerated 


3. Efficient utilization 

4. Does not stain the teeth 
5. Particularly suitable for 
children to whom it can 
easily be administered by 
means of a special 
dropper bottle. 





Further information on request from : EVANS MEDICAL SUPPLIES LIMITED, 
Speke, Liverpool 19, and Ruislip, Middlesex 
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Poliomyelitis 
VACCINE 


All supplies of Poliomyelitis Vaccine produced at 
The Wellcome Research Laboratories, Beckenham, 
will initially be reserved for the Ministry of Health 
and for any clinical trials that may be organised by 
the Medical Research Council. It is, therefore, 
regretted that direct requests for supplies cannot be 


entertained at present. 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


Associated Houses : 
AUCKLAND - BOMBAY + BUENOS AIRES + CAIRO - CAPE TOWN ~- DUBLIN 


KARACHI - MONTREAL + NEW YORK + RIO DE JANEIRO + SYDNEY 
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‘Entacyl’ is a particularly effective anthelmin- 
tic. Its action is rapid. Its taste is pleasant. Its 
administration is not accompanied by nausea 
or other side effects even in very young 
children. Complete eradication is obtainable 
without the use of an enema. 


‘ENTACYL’ 


TRADE MARK 
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DOSAGE: I tablet per year of life per day up to the age 
of six years. Over six years on age 2 tablets three 
tumes a day. This dosage should be administered for 
one week. 


Pads of instruction leaflets intended to be handed to 
patients undergoing treatment with Entacy! for thread- 
worm infestation are available on request. 


Tablets containing 
Piperazine Adipate 300 


(BRIT, PAT. APPN. NO, 29123/53) 


Basic N.H.S. prices: Bottles of 25 at 3/- and 100 at 10/- 
Fully descriptive literature and specimen packings are available on request. 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 
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THE CLINICIAN AND 
THE PROBLEM OF MULTIPLE SCLEROSIS* 


Dove tas McALPINnE 
M.D. Glasg., F.R.C.P. 
PHYSICIAN IN CHARGE OF DEPARTMENT FOR NERVOUS DISEASES, 
MIDDLESEX HOSPITAL, *LONDON ; PHYSICIAN, MAIDA VALE 
HOSPITAL FOR NERVOUS DISEASES 


DuRrInG the past quarter of a century there has been a 
notable revival of interest in multiple or disseminated 
sclerosis, particularly in America. In the laboratory the 
experimental pathologist has evolved a technique by 
which an encephalomyelitis can be produced in animals, 
including the monkey, by means of subcutaneous or 
intramuscular injections of brain tissue along with an 
adjuvant consisting of heat-killed tubercle bacilli. The 
results of these experiments have suggested to some 
observers that brain tissue may contain a chemical agent 
which acts as an antigen producing antibodies that react 
with constituents of white matter. The part played by 
the adjuvant used in these experiments is uncertain. 

Meanwhile, clinicians have contributed mainly in two 
directions—first in geographical and racial studies, and 
secondly in attempts to determine more accurately the 
course of the disease. 

Geographical surveys were undertaken first in Switzer- 
land by Bing and Reese (1926), and subsequently in 
Denmark (Gram 1934), Sweden (Sallstrém 1942), and 
parts of the United States of America (Kurland 1952). 
Most of these surveys have suffered from one serious 
defect—namely, that the results have been based either 
on death certificates. or on information obtained from 
general practitioners. Notable exceptions have been those 
recently carried out by Allison and Millar (1954) in 
Northern Ireland and by Dr. John Sutherland in Northern 
Scotland. 

Allison and Millar personally examined all cases 
reported to them by general practitioners over a three- 
year period. After discarding 187 cases, 700 remained in 
which they were satisfied that the diagnosis was either 
probable or possible. Using the census figures of 1951, 
they were able to arrive at a prevalence-rate of 7-9 per 
10,000, after excluding persons under the age of 20. By 
determining the geographical distribution by place of 
onset, Allison and Millar found that the disease in 
Northern Ireland does not affect rural populations more 
than urban, nor did they find any evidence to suggest a 
focal incidence. 

Dr. Sutherland has recently completed a survey of the 
disease in the Orkney and Shetland Isles, the Western 
Isles, and the mainland counties of Caithness, Sutherland, 
Ross and Cromarty, Inverness, and Nairn. I am grateful 
to him for permission to refer to certain of his findings. 
A questionnaire was sent to all general practitioners in 
these regions asking for the names and addresses of all 
suspected cases of multiple sclerosis ; replies were received 
from 98% of practitioners. 180 cases were notified, of 
which 16 were rejected. 10 other patients had either 
died after the case had been notified or had removed from 
the region; these 10 cases were discarded. Of the 
remaining cases 127 were classified as ‘‘ probable ’’ and 
27 as “ possible ’’ cases of multiple sclerosis. On the 
basis of the 1951 census figures Dr. Sutherland found an 
over-all prevalence-rate of 5-5 per 10,000 ; if ‘‘ possible ”’ 
cases were included the figure rose to 6-7. In the Shetland 
Isles the relative figures were 11-3 and 12-9 per 10,000, 
the highest rate yet recorded in Great Britain. 

In the Northern Ireland and* Northern Scotland 
surveys a significant familial incidence was found, to 
which I shall refer later. 


* The Florence Tong lecture delivered before the Association 
of British Neurologists at Cambridge, on March 25, 1955. 
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The results of these surveys justify the hope that 
similar field studies of multiple sclerosis in Great Britain 
will be encouraged, particularly in areas with a reputedly 
high prevalence-rate. 

Other contributions made by clinicians in recent years 
include studies of the course of the disease and its prog- 
nosis. In the past, estimates of its duration were usually 
based on fatal cases. A notable exception was Byrom 
Bramwell’s (1917) follow-up of a series of cases over a 
period of twenty years. However, the main credit for 
introducing some order into this subject must go to 
Ragnar Miller (1949) whose conclusions are of particular 
value because of the size of his material and his applica- 
tion of the statistical method. His results and those of 
other workers, including Allison (1950) have shown that 
the outlook for the patient with multiple sclerosis is 
considerably better than was formerly supposed. 

These outstanding contributions must not blind us to 
the fact that other aspects of the natural history of the 
disease, as well as its symptomatology, have been largely 
neglected in recent years. My primary purpose here is 
to indicate the further value of these two lines of study. 


Aspects of the Natural History 


The Familial Incidence 

Preoccupation with the hereditary forms of cerebellar 
and paraplegic disorder may be the main reason for the 
long delay in the recognition of a small but significant 
familial incidence in this disease. It was the appearance 
of Curtius’s paper in 1933 that stimulated interest in this 
subject. He found a familial incidence in 9-4% of 106 
cases observed in Bonn and Heidelberg (Curtius 1933, 
Curtius and Speer 1937). Since no case of multiple 
sclerosis was detected in a control population he con- 
cluded that the incidence of secondary cases in the 
families of multiple sclerosis patients was considerably 
raised when compared with a control population. Since 
8 positive family histories were obtained in a series of 
142 cases reported from the Middlesex Hospital in 1946, 
an additional series was investigated with Pratt and 
Compston (1951). In a total of 310 cases the familial 
incidence was 6-5%. In the Northern Ireland survey 
the figure was 6-58%. Millar and Allison were the first 
to compare the expected risk’ in siblings of patients with 
multiple sclerosis, with the rate in a control population 
studied in the same area and at the same time. They 
estimated the risk to be about ten times greater in siblings 
of patients than in the control population, and agreed 
with our view that the excess risk is not due to a common 
environment, or to infection, but to a genetically deter- 
mined predisposition. In the Northern Scotland survey 
there were 12 families with more than one case of multiple 
sclerosis, an incidence of 9-4%. This figure errs on the 
conservative side, since in 12 other families there was a 
positive history; but, as the diagnosis could not be 
satisfactorily established in the secondary cases, they 
were excluded. Dr. Sutherland rejected a diagnosis of 
multiple sclerosis in three brothers living in the Island 
of Lewis affected by a progressive spastic paraplegia, 
preferring to regard it as a purely hereditary condition. 
In the Orkney and Shetland Isles, the familial incidence 
exceeded 10%. Parental consanguinity seemed a possible 
explanation for this high figure, but the incidence proved 
to be comparatively low. Dr. Sutherland’s observations, 
which cover racial, dietetic, and other factors, may 
throw further light on the relative parts played by 
heredity and environment in this disease. 


Precipitating and Aggravating Factors 
At the end of the last century and the beginning of the 
present one there are many references in the literature, 
especially German, to the effect of such factors as infec- 
tion, injury, physical exertion, exposure to damp and 
cold, emotional upset, and prolonged worry, in unmasking 
x 
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1934 Hoesslin 


the first symptoms of the disease. In 
these so-called 


published a monograph devoted to 
exogenous factors. 

The criteria necessary to establish a causal relationship 
between a supposed precipitating factor and the onset 
of the first symptom of multiple sclerosis or a relapse are 
(1) a temporal relationship, and (2) a significant incidence 
of the factor in comparison with a control series. The 
time-interval is difficult to fix, and a period of. three 
months which we arbitrarily chose in studying these 
factors seemed reasonable (McAlpine and Compston 1952). 
However, if it could be shown that a causal relationship 
may exist between trauma, for example, and the onset 
of the disease, it would be necessary to visualise a longer 
time-interval than three months. Turning to the second 
point, the evidence in the literature is of little value 
judged by present-day statistical standards. Bearing this 
fact in mind I propose to discuss briefly four condi- 
tions which appear with sufficient frequency in the 
immediate past history of these patients as to warrant 
attention. 

General health.—It is by no means exceptional to find 
that for days or weeks before the appearance of the first 
symptoms, or accompanying them, the patient has not 
felt in his or her usual health, has lacked energy, has tired 
easily, and in addition may have noticed headache and 
vague pains in the back or limbs. On inquiry these 
somewhat indefinite symptoms may have coincided with 
a period of overwork or overstrain, but in other patients 
no adequate cause can be found. Although by no means 
the rule, these premonitory symptoms deserve further 
study, since if we understood their meaning they might 
provide a partial clue to the «tiology of the disease. 

Infection.—This usually takes the form of a cold, a 
sore throat, or influenza. Bramwell obtained the high 
figure of 14% of infections preceding the onset in 200 
cases, and Hoesslin 10-5% in 109 acute cases, which is 
approximately the figure obtained by Compston and 
myself in 250 consecutive cases. Taking these figures 
and those in other series into account, it may be said that 
10% represents the approximate incidence of some form 
of infection before the onset. If attention be paid to 
this question it will be found that not infrequently in an 
established case of the disease, a relapse may immediately 
follow an upper respiratory infection. 

Trauma.—The third factor is trauma, whose occasional 
relationship to the onset of multiple sclerosis has been 
commented upon by numerous writers (McAlpine and 
Compston 1952). In our own series of 250 consecutive 
cases particular care was taken to exclude trauma from a 
fall due to the disease. In the three months preceding 
the onset there was a history of trauma, including dental 
extractions but not surgical operations, in 36 patients 
(14%) as compared with a similar history in 13 patients 
(52%) in a control series of hospital inpatients. With 
regard to the site and degree of trauma, it has been 
assumed by most writers that the injury must be cranial 
or spinal and severe in degree (Keschner 1950). Whether 
the changes set up in the nervous system are primarily 
vascular or chemical, there seems no reason to exclude 
the limbs when considering the site of trauma. Hoesslin 
was the first to suggest that there may be a relationship 
between the site of the trauma and that of the first 
symptom. Of our series of 250 cases, in 22 out of 36 (61%) 
patients who gave a history of trauma, there appeared 
to be a correlation between the site of the injury and the 
part of the body, usually a limb, in which the first symp- 
tom appeared. We also showed that the relapse-rate 
within the three months following trauma, whether this 
was accidental or surgical, was significantly greater than 
the expected relapse-rate during the same period. This 


evidence, of which fuller details are given in our paper, 
suggests that slight or severe trauma, including an 
operative procedure, to a limb or any part of the body, 
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may occasionally precipitate the disease or may be the 
cause of a relapse. 

Allergic disorders.—The incidence of allergic disorders 
in the past history of patients will naturally depend 
on the scope of the inquiry. In our series we found 
no significant difference in the remote past history of 
multiple sclerosis patients as compared with a control 
group; but in the three months preceding the onset of 
the disease, and in the subsequent months or years, such 
a history was obtained in approximately 9%, as com- 
pared with an average of 2-8% in a control series. 

If mental stress be added to the factors which I have 
mentioned—namely, a lowered state of general health, 
trauma, infection, and an accompanying allergic disorder 
—it may be estimated that one at least of these occurs 
in a close time relationship to the onset in roughly every 
other patient, an estimate which probably errs on the 
conservative side. 


Features of the Early Symptomatology 

There is still no consensus of opinion as to the relative 
incidence of the initial symptoms. It therefore seemed 
worth analysing the notes of the 309 cases finally diag- 
nosed as multiple sclerosis after admission to the Depart- 
ment for Nervous Diseases, the Middlesex Hospital, under 
myself and my colleague Dr. Michael Kremer, over a 
five-year period from January, 1950, to December, 1954. 
Doubtful cases were excluded. By limiting the analysis 
to inpatients admitted to the same department it was 
hoped that some degree of uniformity in history-taking, 
methods of investigation, and final diagnosis would be 
achieved. 

In constructing the accompanying figure, motor and 
sensory symptoms associated with brain-stem signs have 
been omitted ; so the columns marked ‘‘ motor” and 
‘sensory ’’ refer to cases in which there was a high 
probability of one or more plaques in the spinal cord. 
Symptoms rarely met with at the onset, such as an 
isolated facial palsy, have also been excluded. 

This analysis emphasises the frequency of a mono- 
symptomatic type of onset, which was seen in nearly 
two-thirds of the cases in this series. An isolated retro- 
bulbar neuritis may be expected as the first sign in about 
one patient in every five; paresthesia in one out of 
every six; and thereafter, in diminishing order of 
frequency, motor weakness (usually in a lower limb), 
double vision, vertigo, and vomiting. 

One of the characteristic and at the same time puzzling 
features of multiple sclerosis is the extreme variability 
in the mode of onset and duration of the first symptoms. 
At one end of the scale is the so-called apoplectiform 
onset recognised by Charcot ; at the other.end is the slow 
insidious appearance of a paraplegia due to spinal plaques. 
How to explain these two modes of onset on the basis 
of a common pathological process is one of the many 
unanswered questions relating to this disease. Two 
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points, however, should be borne in mind: first, the age 
incidence differs, an abrupt onset being more common in 
younger patients, while the slowly progressive form of 
the disease mainly occurs in those over the age of 40; 
and, secondly, as in certain other diseases—notably 
rheumatoid arthritis—the individual’s reaction to the 
morbid process can apparently determine the tempo of 
the initial symptoms and the subsequent course. 


Transitory Episodes and Exacerbations 

The adjectives ‘‘ transitory,’’ “‘ fleeting,’ or ‘‘ short- 
lived’’ are often used by writers in describing early 
symptoms. The vagueness of these terms leaves the 
average reader in some doubt as to their meaning, 
though he may gain an impression that they indicate a 
period of one or more days. Accordingly, serious attention 
is seldom given to attacks of blurred vision, double vision, 
giddiness, or pins-and-needles in a limb, lasting a few 
hours or even minutes. Yet such episodes are not 
uncommon in the past history of patients presenting 
with undoubted signs of the disease. 

The factors determining the onset of these fleeting 
early symptoms deserve further study. So far as my own 
limited observations go, it seems that, in the main, they 
are similar to those that may provoke more lasting 
symptoms. I have been struck by the fact that a patient 
presenting with well-marked sensory disturbance in a 
hand, may for several weeks previously have noticed 
temporary tingling and perhaps numbness in the fingers 
of the same hand on awaking from sleep, or sometimes 
after using the hand. Likewise an attack of retrobulbar 
neuritis may be preceded by episodes of blurred vision 
brought on by exertion or emotion. The following case 
is illustrative : 


se 


Mrs. A, aged 23, a hairdresser, when playing tennis one 
day in September, 1953, noticed hazy vision with difficulty in 
seeing the ball. She stopped playing and after a short rest 
her vision became normal. Subsequently whenever she 
played tennis or danced vision was temporarily blurred. In 
May, 1954, she began cycling to work, a distance of about a 
mile. By the time she arrived vision was so poor that she was 
unable to start work until she had rested for a short time. 
Soon afterwards she also noticed numbness in the right hand 
for some hours after cutting several customers’ hair in 
succession. 

In June, 1954, vision was 6/5 both eyes, the fundi were 
normal, and no scotoma could be demonstrated (Mr. A. J. B. 
Goldsmith). By July she found that even mild exertion, such 
as walking quickly, affected her eyes to an increasing extent, 
and soon vision became permanently blurred. By October 
vision was 6/60 in both eyes, both discs were pale, and a small 
bilateral central scotoma was now present. 

On admission in December vision had not improved and 
she now showed nystagmus and bilateral extensor plantar 
responses. After cycling on a fixed bicycle vision became worse. 
A comparison of the scotoma in the right eye on an Amsler’s 
chart before this exercise and after four minutes showed that 
it had markedly extended. Five minutes later the central 
defect had returned to its previous size. 


To be distinguished, at-least-clinically, from these 
transitory initial episodes are the temporary exacerba- 
tions of symptoms which may be a sequel to an estab- 
lished plaque. Of 250 cases investigated by Compston 
and myself, 82 (32%) gave a history of temporary 
worsening of symptoms during stress, a finding confirmed 
by Pratt (1951). An emotional upset may act rapidly 
on motor function, paresthesiz, and vision. Likewise 
exertion may have the same effect. These temporary 
changes are, of course, seen in other organic conditions of 
the nervous system, such as traumatic paraplegia ; but 
it is our impression that they oeeur more easily and are 
induced by a larger range of exciting factors in multiple 
sclerosis than in other organic conditions. 

Franklin and Brickner (1947) suggested that these 
changes are due to vasospasm ; for they observed local- 
ised constriction of retinal arteries during episodes of 


blurred vision. An increased vulnerability of the axis- 
cylinder to chemical influences offers an alternative 
explanation. 


Symptom and Lesion 

At first glance any attempt to correlate disturbance of 
function and of structure in multiple sclerosis may seem 
profitless. However, not infrequently the earliest symp- 
toms are caused by a focal disturbance, thus permitting a 
clinical study of their mode of evolution. I have in mind, 
particularly, sensory symptoms due to invasion of the 
spinal cord. As Oppenheim (1911) originally pointed out, 
tingling and numbness are usually caused by one or 
more plaques in the posterior columns. Furthermore, 
since the cervical cord is often attacked early in the 
disease, a special opportunity is afforded the clinician 
of studying sensory symptoms, since at that level afferent 
impulses from all four limbs and the trunk are represented 
in a known anatomical relationship to each other within 
a small area (McAlpine 1954). 

Although tingling and numbness may be confined to 
a small area on a limb or the trunk, not uncommonly 
they tend to spread ; by noting the original site of the 
paresthesie and direction of spread it becomes evident 
that this is often determined by the anatomical arrange- 
ment of the proprioceptive fibres within the posterior 
columns. For example, a spread of numbness from a 
hand to the shoulder and then down the homolateral 
trunk, and finally’ to the lower limb, is indicative of a 
focus in the column of Bordach extending inwards to 
the column of Goll. Similarly, a spread may take place 
in the reverse direction. Thus, the mode of spread 
appears to be determined by contiguity of structure. 

Another feature which can be recognised clinically is 
the symmetry sometimes shown by plaques. For example, 
it is not uncommon for paresthesiz to affect simultane- 
ously or in quick succession corresponding parts of the 
lower or upper limbs, and be followed by a similar mode 
of spread in the four limbs. A further example of sym- 
metry is provided by retrobulbar neuritis which, contrary 
to many statements, may affect both eyes simultaneously 
in multiple sclerosis. This symmetrical tendency of 
plaques, which many years ago was commented on by 
pathologists, poses yet another question for which at 
present there is no satisfactary answer. 


Multiple Sclerosis or Spondylosis 

So far I have considered certain features of the relapsing 
and remitting form of the disease. Presenting a striking 
contrast in its mode of onset and its course is the so-called 
progressive paraplegic or spinal form of multiple sclerosis 
which chiefly affects the middle-aged. ~ 

In the analysis of the 309 cases already referred to, I 
came across 27 with signs of a spastic paraplegia in which 
the diagnosis of multiple sclerosis was at first in doubt. 
During the same period 31 cases of spinal cord compres- 
sion due to tumour (excluding secondary deposits) came 
under the care of Miss Diana Beck, Dr. M. Kremer, or 
myself. In recent years myelography tas substentially 
reduced the number of cases of cord compression mistaken 
for the spinal form of muitiple sclerosis. Today the 
neurologist, while constantly aware of this pitfall, must 
also take into account the possibility of cervical spondy- 
losis, when confronted with a paraplegia in middle age. 
Over the five-year period already referred to, there were 
30 such cases. An analysis of this group and that of the 
27 patients with the spinal form of multiple sclerosis 
showed that, while the clinical picture in the two groups 
was broadly similar, there were certain points of differ- 
ence. First, the average age of onset differed ; in the 
multiple sclerosis group it was 42, and in tlie cervical 
spondylosis group 51, the youngest patient being 27 and 
the oldest 68. It is in the fifth decade of life, however, 
that the distinction between these two causes of para- 
plegia may be difficult. A gradual onset and slow 
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progression of motor weakness—first in one lower limb 
and then in the homolateral upper limb—without any 
sensory symptoms or signs, may occasionally occur in 
the progressive form of multiple sclerosis ; none of our 
cases of myelopathy associated with cervical spondylosis 
showed this pseudohemiplegic type of progression. In 
multiple sclerosis short attacks of tingling and numbness, 
usually brought on by exertion, may antedate motor 
weakness by weeks or months, but such a history is 
rarely obtained in cervical spondylosis. The spread of 
paresthesiz, when it occurs in multiple sclerosis, tends to 
be much more rapid than in spondylosis. Pain in the upper 
or lower limbs is a well-recognised feature of the early 
phase of spondylosis, yet it was not a rare symptom in 
this small group of multiple sclerosis patients, being 
among the presenting symptoms in 8 of the 27 cases ; it 
was usually referred to one or both lower limbs or the 
back. Scattered references to pain in this disease can be 
found in the literature, and since its interpretation 
remains in doubt it is worthy of further study. 

A history of early disturbance of sphincter control was 
found more commonly in multiple sclerosis as compared 
with the myelopathy of spondylosis, the figures being 14 
of the 27 multiple sclerosis cases compared with 8 of the 
30 spondylosis patients. An episode of temporary incon- 
tinence early in the history should suggest multiple 
sclerosis. 

The course of the spinal form of multiple sclerosis 
is sometimes interrupted by a superimposed relapse ; 
this occurred in 3 cases in this series in the form of 
paresthesis which developed over the course of a few 
days and then receded. I have not met with similar 
episodes in the myelopathy of spondylosis. 

Regarding signs, the upper limb reflexes afford little 
help in differentiating between these two groups of 
patients—particularly depression or absence of one or 
more of these reflexes, since this occurred with almost 
equal frequency in the two groups. While muscular 
wasting in the upper limb was relatively more common 
in the spondylosis group, 2 cases of tetraplegia due to 
multiple sclerosis showed wasting of the intrinsic muscles 
of the hands, a finding which was commented upon by 
Déjerine (1884) when he drew attention to the similarity 
between this form of the disease and amyotrophic lateral 
sclerosis. 

The presence of nystagmus proved to be the most 
helpful single diagnostic sign: it was present in 14 of 
the multiple sclerosis cases, but in only 4 of those with 
spondylosis. In these 4 patients it was purely horizontal 
in type and was associated with evidence of involvement 
of the upper cervical cord as judged by exaggeration of 
some of the upper limb reflexes or by radiological evidence 
of spondylosis as high as C3-4. In the multiple sclerosis 
group a well marked rotatory or monocular nystagmus was 
not unusual and provided evidence of an extraspinal lesion. 

Apart from nystagmus, evidence of one or more lesions 
above the level of the spinal cord was found in 9 of the 
multiple sclerosis cases ; unilateral temporal pallor of 
the dises (4 cases), mild dysarthria (3 cases), and an 
exaggerated jaw-jerk (2 cases). Euphoria was noted in 2 
patients but only in the course of a follow-up when 
symptoms had been present for several years. 

The findings in the cerebrospinal fluid proved of the 
utmost value, particularly in those cases in which signs 
were confined to the spinal cord. 12 of the 27 mu'tiple- 
sclerosis patients showed a marked paretic curve ; 
in 6 others there was a mid-zone curve of at least 2’s. 
In 1 case the only abnormality was a rise in the protein 
figure ; in the remaining 8 cases the fluid was normal on 
one or more occasions. By contrast, a mid-zone curve of 
2’s was only found in 2 cases of cervical spondylosis ; 
in the remaining 28 cases the Lange curve was normal. 

Before leaving these two groups of patients, I wish 
briefly to refer to 8 cases in the multiple sclerosis group 
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which showed clear evidence of cervical spondylosis. 
The youngest patient was 31 at the onset of symp- 
toms and the oldest 51, with an average age of 42. The 
diagnosis of multiple sclerosis in these patients with 
cervical spondylosis was based on the points already 
mentioned, with the addition of myelography in some 
cases. In 2 cases protein figures of 130 and 120 mg. per 
100 ml. were found. 

A woman, aged 44, had for two years received treatment for 
pain in the neck and left arm due to well-marked cervical 
spondylosis. “Rather abruptly she began to stagger when walk- 
ing and she was admitted under the care of my colleague, 
Dr. Kremer. Among the positive signs were a pronounced 
monocular nystagmus, limb ataxia, a mild paraparesis, and 
a strongly paretic gold curve. She responded only slightly to 
traction and some months later was readmitted with an abrupt 
progression of symptoms. 

The second case was a male, with onset of symptoms at the 
age of 31, who five years later was dysarthric and showed 
temporal palior of one disc and nystagmus. There was no 
evidence of block on flexion and extension of the head during 
lumbar puncture. 


It is probable that in these two patients the spondylosis 
accounted in some degree for the high protein figure. A 
marked rise in protein occurs rarely in uncomplicated 
cases of multiple sclerosis. For example, only 5 out of 
512 spinal fluids from cases of multiple sclerosis examined 
by the Courtauld Institute at the Middlesex Hospital 
showed a figure of 100 mg., or more, per 100 ml. 


Conclusions 


Certain of the facts mentioned in this lecture may be 
summarised as follows. 


First, of the chronic organic nervous diseases 
occurring in the British Isles, multiple sclerosis now 
appears to be the commonest. The surveys of Northern 
Ireland and Northern Scotland show that in these 
parts of our islands at least one adult in every 1300 
is affected by it. The figure for England and Wales is 
probably only a little behind this one. 
Secondly, there is a small but significant familial 
incidence varying in Great Britain from 5% to just 
over 10%. Since it is exceptional to find more than two 
members of a family, whatever its size, affected by 
the disease, it must be assumed that when present the 
genetic influence is usually weak and must be rein- 
forced by constitutional or environmental factors 
before the nervous system is attacked, and further- 
more, that the disease may develop in the absence of 
any obvious genetic influence. 
Thirdly, in some patients a variety of factors, includ- 
ing ill health, an infection, trauma, and emotional 
stress may precipitate not only the onset of the 
disease, but also relapses. 
The fourth fact about the disease concerns its abrupt 
onset and the natural tendency for symptoms to remit 
and later recur—features which for many years have 
been recognised as likely to provide a clue as to its 
ztiology. 
Lastly, the considerable variation in the behaviour of 
the disease in its earlier stages must depend on the 
individual’s reaction to it. 
The Allergic Theory 

For too long our attention has been fixed on the 
nervous system in multiple sclerosis. Detailed though 
the average history may be regarding events relating to 
this system, account is seldom taken of the recent and 
past general medical history. Yet it is in the medical 
background of these patients that we must look for the 
events which in a small proportion of the population 
initiate changes in the myelin sheath. Of recent views 
as to the cause of the disease, the so-called allergic theory 
is perhaps the one most acceptable to the clinician. The 
occasional familial incidence ; the nature and variety of 
the precipitating factors; the presence of some other 
form of allergy, before or after the onset, in a significant 
proportion of cases ; an abnormal sensitivity to drugs ; 
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and lastly the abrupt onset and characteristic relapsing 
and remitting course—all these factors may be cited in 
support of the view that multiple sclerosis represents a 
type of immunity reaction in the central nervous system 
(McAlpine and Compston 1952). 

Since confirmation or otherwise of this hypothesis 
may be long delayed, perhaps it is permissible to consider 
the nature of the hypothetical sensitising agent or agents. 
In general, allergens are derived from bacteria, from 
protein derivatives and from drugs. Since the breakdown 
products of bacteria constitute their commonest source, 
it appears likely that, if sensitisation plays any part in 
the genesis of multiple sclerosis, an infection initiates 
the process, at least in some patients. However, in 
practice it would be difficult to prove such a relationship 
—first, because of the time-lag that might theoretically 
occur between the infection and the first clinical evidence 
of the disease (McAlpine 1946), and secondly because, 
as Rich (1947) has pointed out in discussing the question 
of allergy, once a tissue has become sensitised it may 
subsequently react to a wide range of substances. Sup- 
port for the idea of a latent or asymptomatic phase of 
multiple sclerosis comes from a consideration of the part 
played by the so-called precipitating factors. These are 
clearly not strictly causal, but, in the words of Lumsden, 
‘‘ either they fire off or ‘ trigger’ an intrinsic self-propa- 
gating mechanism, or they provoke the onset of symptoms 
in connection with areas of the white matter already 
involved by the disease process ’’ (McAlpine, Compston, 
and Lumsden 1955). The second of these postulates 
seems probable and is consistent with the theory of 
allergy. 


Course of the Disease 

This leads me to consider briefly certain features of 
early symptomatology and the light they may throw on 
the nature of the initial change in myelin sheath. Tran- 
sitory and recurrent symptoms, such as diplopia, blurred 
vision, and paresthesis, which in some patients may 
constitute the earliest evidence of the disease, could be 
explained on the basis of the so-called ‘‘ shadow plaque ”’ 
referred to by Lumsden (1951). In this stage of partial 
demyelination it is not difficult to imagine that the 
underlying axis-cylinder might react abnormally to a 
variety of stimuli. If the concept of an initial asympto- 
matic phase of the disease be accepted, does demyelination 
begin during this period or is there a stage of pre- 
demyelination in which the complex cytochemical 
balance of the sheath is in some way altered ? 

In 1903 Williamson, of Manchester, was struck by the 
similarity between the pattern produced by the applica- 
tion of a soluble dye to the cut surface of the spinal cord, 
and the mode of development of plaques. In 1933 
Hallervorden and Spatz drew attention te the occasional 
occurrence of a ring formation in the early plaques of 
multiple sclerosis similar to that observed in Balo’s 
concentric sclerosis. They attributed this type of forma- 
tion to diffusion outwards from a central focus as in the 
so-called Liesegang phenomenon, a subject recently 
discussed by Lumsden (McAlpine, Compston, and 
Lumsden 1955). The tendency for early symptoms, 
particularly paresthesia, to spread according to contigu- 
ity of structure, lends support to the possible réle of a 
process of diffusion. 

The next question concerns the important issue as 
to whether arrest of the disease is ever possible. For the 
pathologist this seems unlikely, since plaques tend to 
evolve slowly and progressively. On the other hand, the 
clinician is aware of cases in which after one or more 
episodes no fresh evidence of the disease is apparent for 
many years, and even in some instances for the rest of 
the patient’s life. Unless there is a system for following up 
early cases most of these patients will be missed, for they 
may have no occasion to report either to their general 
practitioner or to hospital. From my own observations I 
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am satisfied that the incidence of these mild cases with a 
good resistance to the disease is rather higher than is 
generally supposed. 

It may be possible to reconcile these differing view- 
points of clinician and-pathologist. The manner in which 
early symptoms clear up and may remain in abeyance 
for several years emphasises the potential reversibility 
or at least non-progression of the early lesion; by 
contrast we are well aware of the probable course when 
paraplegic or cerebellar signs become established. It is 
in this type of case that we can understand the evolution 
of the plaque as seen in the post-mortem room. 


Treatment 

Lastly, brief reference must be made to the present 
unsatisfactory attitude towards treatment. This attitude 
is determined by two beliefs—first, that a serious degree 
of disability is inevitable in all cases however treated, 
and secondly that treatment consists solely in palliative 
measures. I have already pointed out that the prognosis 
as a whole is less unfavourable than was formerly thought, 
and in some patients the disease runs a relatively benign 
course. As regards treatment, the lack of an effective 
remedy should not blind us to the necessity of adopting 
a more positive attitude towards these patients, particu- 
larly in the early stage of the disease before irreversible 
changes in the nervous system have taken place. Assum- 
ing that constitutional factors are important in the 
etiology of multiple sclerosis, then it is our duty first 
to ensure an adequate period of rest-in bed after the 
onset or a relapse, followed by a long period of convales- 
cence ; and secondly, to increase as far as possible the 
patient’s resistance to the disease by close attention to 
physical and mental health over the first few crucial 
years. 

Owing to its capricious behaviour, the assessment of 
treatment in multiple sclerosis has always presented 
difficulties. Yet the necessity of devising a method of 
evaluating a particular remedy is obvious. Compston 
(1953) has suggested a formula by which the relapse rate 
before and after treatment can be compared. This method 
however, does not cover the effect on recent symptoms. 

After consultation with Dr. Richard Doll, a form of 
trial has been devised in which a control group of patients 
can be used. Briefly, the trial is divided into two parts. 
The first enables a comparison to be made of the effects 
of treatment during a month’s stay in hospital in two 
groups of patients, one on the drug under trial and the 
other on some form of recognised treatment such as 
arsenic. The object of the second trial is to assess the 
effect of the drug on the relapse rate. It is hoped that 
experience gained during the next year will show the 
value of these two forms of trial. 

I would like to conelude with two observations. The 
natural history of multiple sclerosis‘suggests that it is 
not due to a single cause but to the interplay of a number 
of factors—genetic, constitutional, and environmental. 
Despite its complexity we, as neurologists, should not be 
content to leave this problem to the lahoratory worker 
but with widened outlook should endeavour to play a 
part in its solution. 
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SKIN DEPARTMENT, LONDON HOSPITAL 

Reports from the United States and elsewhere indicate 
that hydrocortisone (17-hydroxycorticosterone, or com- 
pound F) ointment is highly effective in the treatment of 
various pruritic dermatoses. 

Sulzberger (1954) found it helpful in infantile eczema, atopic 
(pruriginous) dermatitis, contact eczematous dermatitis, otitis 
externa, nummular eczema, seborrheic eczema, pruritus ani 
et vulve, exfoliative erythroderma of eczematoid or sebor- 
rheic type, and some cases of eczematous and lichenified 
eruptions of the hands, feet, eyelids, face, neck, and genitalia ; 
also in the “ distinctive exudative, discoid, and lichenified 
dermatosis *’ of Sulzberger and Garbe. Hydrocortisone has 
proved ineffective in pemphigus vulgaris, lichen planus, 
alopecia areata, psoriasis, and discoid lupus erythematosus ; 
it does not inhibit the development of erythema from exposure 
to ultraviolet rays (Everall and Fisher 1952). 

Alexander and Manheim (1953) and Malkinson and Wells 
(1954) have formed similar opinions, but they consider that 
hydrocortisone is ineffective in general exfoliative dermatitis, 
autosensitisation, and “‘-ide’’ (bacterial or fungous allergy) 
eruptions. 

McCorriston (1954), using hydrocortisone ointment in 
various vehicles, obtained 75-100% relief in 104 children and 
infants with eczema. 

Robinson (1953) obtained dramatic relief in 20 of 28 patients 
with atopic dermatitis, in 5 of 8 patients with pruritus vulve, 
and in 1 of 3 patients with pruritus ani. 1 patient with 
discoid lupus erythematosus showed a good response and 2 
showed fair responses. 

Sidi et al. (1953) state that the most striking effect is on 
pruritus, the action being immediate and lasting for at least 
twelve hours. They used it for exogenous, allergic, sebor- 
rheic, nummular, and purpuric eczemas ; for pruritus; for 
chronic dermatitis of the eyelids; and for various other 
dermatoses. 

Goldman and Preston (1954) treated 22 cases of poison-ivy 
dermatitis, with excellent results in 3, slight changes in 5, 
and no change in 14 cases. 


These reports suggest that hydrocortisone ointment 
relieves itching and reduces the manifestations of 
inflammation in a number of skin diseases ; but in none 
of the above trials were concealed controls employed. 
In the trial of any new treatment for pruritic conditions 
it is important to eliminate as far as possible the influence 
of suggestion, particularly when physical signs are slight 
and reliance has to be placed on subjective impressions. 

When anti-histamine drugs were introduced, it was soon 
reported that they were effective local applications for the 
relief of itching. Many of these claims were based on uncon- 
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trolled trials, on comparisons with previous remedies, or on 
trials which employed contralateral controls. Later, Baldridge 
(1951) treated 41 patients with 5% phenindamine (‘ Theph- 
orin’) ointment on one side and its unmedicated base as a 
control on the other. These were presented as “ slightly 
different forms of the same medication ” to the patients, who 
were asked to estimate the percentage of relief on the two 
sides. 47%, of the areas treated with thephorin were reported 
as relieved, and 49%, of the areas treated with the unmedicated 
base were reported as relieved. Many dermatologists now 
agree that most anti-histamine drugs are useless when applied 
topically. 

It can be said of contralateral controlled trials that at 
least four fallacies may invalidate the results : 


(1) Absorption may lead to remote as well as local relief. 

(2) The trial substance may inadvertently be transferred 
to the opposite side. 

(3) Unless the lesions on the two sides are of equal intensity 
and duration, they are not strictly comparable (e.g., the 
response to treatment of an eczematide cannot be compared 
with that of the primary lesion—perhaps an area of unilateral 
hypostatic eczema—from which it developed). This difficulty 
can be overcome by random allocation of treatment and 
control to right and left sides, but even then, unless a large 
number of patients are included in the trial, the results may 
prove inconclusive. 

(4) There may be a Mitreaktion (Siemens 1951, 1952) in 
which, when a patch of skin disease is treated on one side 
of the body, untreated areas on the opposite side also show 
improvement. This may be the result of a spinal reflex, or 
it may be accounted for by the reduction in the amount of 
circulating histamine which follows treatment. 


The Present Trial 


In assessing the value of hydrocortisone ointment 
(‘ Hydro-Cortisyl,’ Roussel), we used concealed, alternat- 
ing, self-contained controls; the patients themselves 
recorded their daily progress over fourteen consecutive 
days on cards supplied to them each week. 


CONTROL BY ALTERNATION 


A trial in which (a) the vehicle alone and (b) the sub- 
stance being tested are used alternately in treatment 
has much to commend it, provided certain criteria 
are observed, and certain uncontrollable factors are 
appreciated : 

1. The number of patients tested in each group must be 
sufficiently large. 

2. The patient should be unaware that an ointment con- 
taining a trial substance is being tested against the ointment 
alone. 

3. The clinician should not know when the patient receives 
the trial ointment and when he receives the vehicle alone, 
until the specified period of the trial has been completed and 
all data have been recorded. 

4. It is possible that either substance will continue to exert 
some effect during the first few days after replacement by the 
other. Thus the test remedy (or the vehicle alone) when 
applied during the second week may appear more (or less) 
effective than in the first week. 

5. The days of starting treatment should be evenly 
distributed through the week so as to spread the possible 
influence of weekends and bank-holidays. 

6. The influence of menstruation is unlikely to be important 
if patients are introduced to the trial as they attend for 
treatment, without reference to the stage in the monthly 
cycle. 

7. If the whole trial covers several months, and preferably 
@ year or more, and if patients enter it at various times, then 
the influence of seasonal climatic changes is unlikely to be 
important. 

8. The influence of extraneous factors such as fatigue, 
emotional disturbances, &c., may affect individual results. 
Such factors should be noted at each attendance. 

9. Any record-keeping by the patient is an abnormal state 
of affairs. In suggestible patients results may prove better 
than might be expected ; in very conscientious patients over- 
attention to the skin may cause increased awareness of the 
itching. Both possibilities are likely, not only with the 
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vehicle but with the test substance as well. Reciprocal, short- 
term trials are a useful means of determining the worth of a 
new remedy for chronic benign cutaneous reactions: the 
patient runs no risk and suffers no inconvenience if the 
vehicle is harmless; the vehicle may, in faet, prove helpful 
in itself. 
THE RECORD CARDS 
** Record of itching’’ cards, adapted from cards used 
by Hodgkinson (1954) for controlled clinical trials of 
analgesic drugs, were designed for the trial as follows : 
RECORD OF ITCHING 


Pbdet DS TIO s 0.4 ess 66s Secivsvedsewes ee ee 


Very good day Fair day Average day Bad day 
(no itching) (less itching) (usual itching) (more itching) 











Place X in appropriate space each morning for previous day. 





The patient’s name and record number and the date were 
entered by the clinician, and a mark was made to show on 
which day of the week the trial began. The patient’s attention 
was then drawn to the request at the foot of the card: “ Place 
X in appropriate space each morning for previous day.” The 
appropriate spaces recorded whether the patient had had 
a “ very good day ”’ (no itching), a “‘ fair day ” (less itching), 
an ‘“‘ average day” (usual itching), or a “ bad day” (more 
itching). 

The patients were unaware that two different prepara- 
tions were being given to them. They were informed that 
it was desired to find the worth of a remedy and that for 
this purpose a trial lasting two weeks was necessary. 
No “salesmanship’’ was employed, and the use of 
superlatives or of such adjectives as ‘‘ American ’’ and 
‘“* special’? was avoided. On the contrary, a restrained 
remark such as the following was made: ‘‘ Please apply 
the ointment very thinly twice a day and record its effects 
on this card.’”’ At the second attendance, no matter 
what the result of the first week’s treatment had been, 
a comment was made such as the following: ‘‘ A fort- 
night’s treatment is needed to give the remedy a thorough 
trial. It is best to have a fresh supply. Please discard 
any ointment that remains and indicate results on this 
eard for another week.’ All patients codperated well 
and seemed to understand what was required of them. 
There were no “ spoiled papers.” 

The method of prescribing was to write on the standard 
outpatient prescription card: ‘‘ HC ung. trial, Ist (or 
2nd) week, 5 g., store no. 1.’’ The patients were told 
that only a small quantity of ointment could be provided 
for one week’s treatment, and they were sent to a special 
section of the outpatient dispensary. This enabled 
concealed records to be made and kept by one pharmacist, 
who was also responsible for arranging an approximately 
equal distribution between the A-B (hydrocortisone—> 
vehicle) and the B-A (vehicle—>hydrocortisone) trials. 
He did this by alternating the A-B and the B-A sequence. 
This resulted in a random distribution, because there 
were eight different skin conditions included in the trial. 
There were 66 patients in the A-B sequence and 63 in the 
B-A, while 3 patients did not complete the trial. We four 
clinicians had no means of telling which patients received 
the A-B and which the B-A sequence, because we did 
not know when one of us had introduced a new patient 
to the trial—or, for that matter, the order in which the 
patients arrived at the dispensary. 5 g. of ointment or 
base was dispensed as a rule, but sometimes 10 g. was 
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given. The control ointment (of propylene glycol, 
polyethylene glycols, and zine stearate) was the same as 
the vehicle for the 2-5°% hydrocortisone acetate ointment ; 
the two ointments were identical in appearance. Identical 
plastic ointment boxes were used for the trial substance 
and for the base. They were not labelled in any way to 
indicate the nature of the contents. At the end of each 
fortnight’s trial the pharmacist was asked to divulge the 
treatment that had been given each week, so that a 
decision might be made on the future treatment of that 
patient. Progress notes were also made at each attend- 
ance, the patient’s verbal descriptions being recorded ; 
these made a valuable parallel study to the record cards. 
Changes in physical signs were also recorded. 

In some of the conditions—e.g., anogenital pruritus— 
physical signs were often slight or absent, the changes 
being mainly or entirely subjective. In patients with 
multiple lesions—e.g., some cases of discoid eczema— 
the trial ointments had to be applied to one area only, 
while the remaining lesions were treated with some other 
bland local application. As far as possible, sedatives were 
withheld during the trial period ; if they were necessary, 
they were given for both weeks in identical doses. 

On inspecting both cards, and after allowing for 
carry-over effects, it was usually easy to decide which 
preparation. was the more effective. The subjective 
results recorded during the last day or two of a week’s 
trial were often poorer than during the middle of the 
week. We believe that this was often due to the necessity 
for very sparing use of the ointment towards the end of 
each week because of the small amount (5 g.) that was 
usually supplied. 

In cases where the 2:5% hydrocortisone ointment proved 
more effective than the base alone, treatment was continued 
with 1% hydrocortisone ointment. Sometimes treatment 
was continued with the base and a change-over to 2-5% or 
1% hydrocortisone ointment was made after a further week 
or two, without the patient’s knowledge. It was thus possible 
to clarify inconclusive impressions gained from the first trial. 
It was also possible to compare the efficacy of 2-5% with 
1% hydrocortisone ointment ; sometimes the 2-5% prepara- 
tion was necessary for complete control; in others 1% was 
sufficient. 

MATERIAL 

Included in the trial were 132 patients (72 males and 
60 females), with the following conditions : 

25 with anogenital pruritus. 

21 with lichen simplex. 

12 with infantile eczema. 

2 with Besnier’s prurigo. 
with discoid eczema. 
ith chronic idiopathic eczematous dermatitis of the hands. 


w 
with otitis externa. 
with pruritic psoriasis, mostly anogenital. 


2 
23 
11 
11 
7 


RESULTS 


Points were allotted daily to each patient studied, 
allowing 2 points for complete relief, 1 for partial relief, 
0 for no change, and —1 for worsening. These numerals 
indicate trends only and in no way imply degrees or 
percentages of relief. The points scored are recorded on 
block diagrams in figs. 1-8. These show great individual 
variations of subjective relief. We have thought it valid 
to summarise the effects obtained in ‘* hydrocortisone ”’ 
and ‘‘ vehicle”’ groups during the week of their appli- 
cation. The daily means are set out in table 1. 

The number of patients in a few of the groups was too 
small for dogmatic statements, but it is clear from this 
table that appreciably greater improvement sometimes 
resulted from the use of hydrocortisone. No absolute 
criterion of efficacy can be applied, but on the above 
rating the results may be summarised thus : 

Lichen simplex, discoid eczema, and otitis externa.—The 
results were strongly in favour of hydrocortisone. 

Infantile eczema and idiopathic ec tous dermatitis of the 
hands.—The results, though apparently in favour of hydro- 
cortisone, were less conclusive. 
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Pruritic anogenital psoriasis. 
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The results were equivocal. 


In the course of treatment with hydrocortisone ointment 6 
patients improved and 1 worsened, while with the vehicle alone 


5 patients improved and 2 worsened. 


This suggests that the 


vehicle was responsible for the improvement. 
Besnier’s prurigo.—Slightly better results were obtained with 
the vehicle alone, but neither hydrocortisone nor the vehicle 


CASE 
Ng. 2 
1 (AV) 9 
2 
2 (A) 4g 
3(P) oO 
2 
4(AS) 9 
2 
S(A) 9 
2 
6(AV) 9g 
2 
7(AS) 9 
2 
8 (A) 9g 
2 
9(V) 4g 
2 
10 (Vv) re) 
2 
(Vv) 9 
2 
12(A) g 
2 
13 (A) 0 
2 
14(S) 9 
=| 
is (A) § 
2 
16 (A) 9g 
2 
17 (A) 9 
2 
18.(V) 96 
19 (A) g 
20(AS) g 
21(AV) 4 
-1 
2z(v) 4} 
23(v) 4 
2 
24 (A) 9g 
2si(v) $ 
1 
WEEK 
Fig. |—Results in 25 cases of anogenital 
pruritus. 
A = anal. P — perineal. 


S = scrotal. V = vulvar. 
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produced very good 
results. Undoubtedly 
the trial was often inade- 
quate in this condition, 
because the cost and 
scarcity of bydrocorti- 
sone made it advisable 
to use it only on the 
worst, lichenified areas 
in these patients. Never- 
theless, clinical and 
electro-encephalographic 
evidence (Ingram 1955, 
Russell and Last 1955) 
indicates that this dis- 
ease affects the whole 
ectoderm (nervous sys- 
tem and skin), so it is 
not surprising that local 
treatment by itself 
should prove ineffective. 
Anogenital pruritus.— 
Slightly better results 
were obtained with the 
vehicle alone. Neverthe- 
less excellent longer-term 
results were obtained 
in this condition with 
hydrocortisone (see 
below), 32% of patients 
being completely relieved 
and another 24% much 
improved. We can only 
suggest that our equi- 
vocal findings in the 
“ switch-over ” trial 
were due to one or more 
of the following factors : 
the shortness of the trial ; 
the undoubted efficacy 
of the vehicle itself ; the 
carry-over effects from 
one week to the next ; 
and, in some cases, the 
influence of suggestion. 
There was no obvious 
difference between the 
results obtained in anal 
pruritus and in genital 
pruritus. Patients with 
distinct physical signs— 
chiefly lichenification— 
responded best, and 
those without physical 
signs responded worst. 
This is not surprising, for 
pruritus without 
physical signs is prob- 
ably of central origin. 


SIDE-EFFECTS FROM 
HYDROCORTISONE 
OINTMENT 

Remote Effects 

We have seen no evi- 
dence of remote ill 
effects following the 


use of hydrocortisone 
ointment. 

Smith (1953) found 
no significant change 
in the eosinophil-count 
after the inunction of 
6 g. of 25% hydro- 
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cortisone-acetate ointment, and he thought it unlikely 
that amounts of hydrocortisone so small as to escape 


detection 


could account for the 


therapeutic effects 


reported. No systemic ill effect has been reported from 
the prolonged application of hydrocortisone ointment. 


Local Irritation, 
Infective Dermatoses 


Sensitisation, 


and Aggravation of 


In the series of Malkinson and Wells (1954) irritation 







CASE 
_ 2 
1 9 
2 9 
-1 
2 
3 9 
at 
4 oO 
at 
5 49 
6 4 
-1 
2 
7 o 


°o 
Ononon O- =—O-— 


1 
12 
is 4 
-1 
2 
14 9g 
2 
15 9 
2 
16 9 
-1 
2 
17 9 
2 
18 9 
-! 
2 
19 9 
-1 
2 
20 «4 
-1 
2 
wo 
1 2 
WEEK 
Fig. 2—Results in 2! cases of lichen 
simplex. 


developed in 4 of 71 pati- 
ents treated, and the 
treatment was stopped ; 
but no éase of sensitisation 
to hydrocortisone has yet 
been reported. There were 
no cases in our series. 3 of 
Robinson’s (1953) patients 
complained of increased 
burning and itching where 
the ointment was applied, 
and 2 of them were found 
to be sensitive to the lano- 
lin in the ointment base. 
The ointment used in the 
present trial did not con- 
tain lanolin. A few of our 
patients stated that it was 


“too drying,” but the 
great majority found it 
comforting and sestheti- 


eally acceptable. The occa- 
sional complaint of undue 
dryness can be overcome 
by having an alternative 
vehicle of hydrous oint- 
ment type ; but the routine 
use of a greasy vehicle of 
this sort would be liable to 
cause maceration of the 
skin at some sites. 

3 of our patients abandon- 
ed the treatment and were 
not included in the tabula- 
ted results. They were : 


1. A patient with discoid 
eczema who complained that 


the ointment “‘burned.”’” She 
was receiving the vehicle 
alone at the time. She 


refused to attend again for 
patch testing, on the grounds 
that the dermatosis had 
cleared up with treatment 
for her “nerves.” 


2. A patient with chronic 
eczematous dermatitis of the 
hands, of unknown cause, 
who complained of fresh 
outcrops of vesicles after 
applying hydrocortisone oint- 
ment for three days. She 
abandoned its use. Patch 
tests with the hydrocortisone 
ointment and with the 
vehicle alone were negative ; 
but when patch testing was 
carried out with the separate 
constitutents of the vehicle, 
@ positive response was 
obtained to propylene 
glycol. Her dermatitis 
subsequently improved 


KEY TO FIGS. !-8. 


Hatched = hydrocortisone. Stippled = vehicle. 2 = no itching. 
1 = diminished itching. 0 = usual itching. —1 = increasing itching. 
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rapidly when 2-5% hydrocortisone, with hydrous ointment as 
the vehicle, was applied. This had been specially prepared 
at our request. 

3. A patient with otitis externa, whose ears became more 
swollen and exudative shortly after he began treatment with 
hydrocortisone ointment. His eyes also became swollen. Cul- 
ture revealed Staphylcoccus pyogenes, streptococcus hamolyticus 
and Pseudomonas pyocyanea, Patch tests with hydrocortisone 
and with the vehicle were negative. 


Malkinson and Wells (1954) did not find that secon- 
darily infected dermatitis was aggravated by the drug. 
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psoriasis of anogenital region Besnier’s prurigo. 
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The anti-inflammatory action of hydrocortisone relieves 
itching and lessens scratching, thus diminishing bacterial 
contamination of the lesions and bringing about ameliora- 
tion of the infective as well as of the eczematous and 
lichenified elements. .On the other hand, dermal infec- 
tions with cocci (such as erysipelas, boils, and ecthyma) 
should in theory be aggravated by hydrocortisone, which 
has the effect of lowering the resistance of the host, thus 
enabling the organisms to multiply (Houghton 1954, 
Hart 1954). This matter is still sub judice. 
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WEEK Fig. 8—Results in || cases of eczema- 

Fig. 5—Results in 23 cases of discoid tousdermatitis of hands. The lith 
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TABLE I MEAN DAILY RESPONSE SCORES 

} No. | Score Score 

Diagnosis | of with with 

| cases hydrocortisone, vehicle 

Anogenital pruritus 25 1-01 1-04 
Lichen simplex . 21 1-00 0-49 
Infantile eczema . . 12 0-84 0-55 
Besnier’s prurigo . . 22 0-54 0°59 
Discoid eczema . ow os 23 0-97 0-57 

Idiopathic eczematous dermatitis | 
of the hands _ es 11 0-61 0-43 
Otitis externa 4s ste és 11 1-28 0-79 
Pruritic anogenital psoriasis 7 | 0-63 0-51 
EFFICACY OF THE VEHICLE 


In trials such as this it is always possible that the 
bland vehicle may have a considerable antipruritie action. 

Sulzberger and Witten (1952), in their early trials of hydro- 
cortisone, noted some improvement with the ointment base 
alone, though less than with the ointment containing hydro- 
cortisone. McCorriston (1954), too, noted that in a number of 
patients the control sites of the soft paraffin and emulgent 
bases showed some improvement. This was confirmed in a 
later study by Sulzberger et al. (1953). Most of their patients 
were treated with hydrocortisone acetate in a non-greasy base 
(containing zinc stearate, propylene glycol, polyethylene 
glycols, and water). 

Robinson (1953) noted that after the condition had been 
controlled by hydrocortisone, it often seemed to respond 
better to other local therapy than previously. 

McCorriston has used hydrocortisone in four different 
vehicles in the treatment of infantile eczema. These were a 
cream of zinc stearate, propylene glycol, polyethylene glycols, 
and water; white soft paraffin; a jelly base; and an oil-in- 
water emulgent base. Though the cream was useful in the 
weeping stage, the jelly was found to be too drying. The soft 
paraffin or the emulgent base were preferable for dry, thick, 
scaly areas. 


In the present trial the vehicle was similar to that 
used by Sulzberger and Witten (1952)—namely, a non- 
greasy polyethylene-glycol base. Polyethylene glycols 
(Smyth et al. 1950) have proved less irritant than soft 
paraffin: mild sensitisation reactions (faint erythema) 
as almost as common as with lanolin, soft paraffin, 
simple cerate, and simple ointment. Case-reports of 
sensitivity to polyethylene glycols are very few. Strauss 
(1950) reported 2 cases of sensitivity to the entire group 
of polyethylene glycols. These substances are non- 
ionic (Schutz 1953); they are therefore insensitive to 
metallic ions, and can be used both in acid and in alkaline 
media. They dissolve or emulsify lipophilic substances 
and are valuable vehicles for oil-soluble drugs when it is 
desired to bring these into close contact with the skin 
and with its folds. 

Results obtained with the vehicle in the present study 
indicate that it is remarkably effective by itself as an 
emollient and as an antipruritic agent ; but its efficacy 


TABLE. Il--INDEPENDENT ASSESSMENT OF EFFECT OF HYDRO- 
CORTISONE OINTMENT 
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is far less than that of hydrocortisone ointment in most 
of the skin diseases that we have studied. 

From the cosmetic point of view, a non-greasy base 
of the ‘‘ vanishing ’’ type is more pleasant than a greasy 
ointment. We agree with Sidi and Bourgeois-Gavardin 
(1953) that the polyethylene-glycol base has an action 
superior to that of most local applications, and it has 
the advantages of being wsthetically acceptable and of 
not necessitating dressings. 


SUBSEQUENT PROGRESS 
With more prolonged treatment (without concealed 
control or record cards) progress has been maintained in 
lichen simplex, discoid eczema, anogenital pruritus, and 
otitis externa. As extraneous events have a powerful 
influence on progress in infantile eczema, hydrocortisone 
ointment, though often helpful, may have to be assisted 
by sedative drugs. In cases of Besnier’s prurigo we 
have not felt justified in continuing treatment with 
hydrocortisone. 
INDEPENDENT ASSESSMENT 
An independent observer (Dr. C. M. Ridley) has 
perused the case-notes and analysed the results. The 
assessment (table 11) was made on subjective impressions 
combined with the objective evidence recorded in the 
notes; it attempted to measure the effect from the 
beginning to the end of treatment with hydrocortisone 
ointment. The duration of treatment varied from two 
weeks to several weeks. In some cases treatment with 
hydrocortisone ointment was still in progress at the time 
of the assessment. 


CONTACT ECZEMATOUS DERMATITIS 


We have observed marked relief of contact eczematous 
dermatitis with hydrocortisone ointment. However, this 
condition does not lend itself to controlled studies, its 
natural course differing greatly from one person to 
another. 

Summary 

Concealed trials with hydrocortisone ointment, alter- 
nated with its vehicle alone, and a longer-term indepen- 
dent survey of results, have shown that hydrocortisone 
was remarkably effective in many patients with 
lichen simplex, discoid eczema, otitis externa, and ano- 
genital pruritus. In infantile eczema and in idiopathic 
eczematous dermatitis of the hands the improvement was 
less obvious. In Besnier’s prurigo local improvement was 
sometimes obtained, but the general results were poor ; 
one reason for this may have been that the ointment was 
applied in very small quantities. In itchy psoriasis of the 
anogenital region the results apparently depended on the 
efficacy of the vehicle. 

Hydrocortisone ointment is also highly effective in 
contact eczematous dermatitis, but examples of this 
condition have not been included in these controlled trials. 

An independent observer, assessing the results, con- 
cluded that there had been distinct or complete relief in 
14 of 25 patients with anogenital pruritus ; in 10 of 21 
with lichen simplex ; in 2 of 12 with infantile eczema ; 
in 3 of 22 with Besnier’s prurigo ; in 9 of 23 with discoid 
eczema ; in 3 of 11 with idiopathic eczematous dermatitis 
of the hands; in 7 of 11 with otitis externa; and in 2 
of 7 with itchy flexural and genital psoriasis. 

Only 1 of the 132 patients in the trial proved sensitive 
to the vehicle ; but relief was subsequently obtained with 
hydrocortisone in hydrous ointment. 1 patient com- 


plained that the ointment caused a burning sensation ; 
in another infection increased during treatment. 


We wish to thank Dr. L. Bernstein, of the department of 
physiology of the London Hospital, for his statistical guidance 
and constructive criticism; and Dr. A. E. Gremeaux, of 
Roussel Laboratories, for his codperation, and for supplying 
the hydrocortisone ointment and the inert vehicle which were 
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used in the trial. We also thank Mr. D, C. Phillips, of the 
pharmaceutical department of the London Hospital, who 
personally supervised the concealed trial. 
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CHOLERA, a disease characterised by loss of fluid, 
lowered blood volume, shock, and anoxia, appears to be 
an ideal condition for the study of Selye’s (1950) alarm 
reaction in man. However, very little is known about 
the activity of the suprarenal glands in cholera. 

Rogers (1921), citing Naame, considered the high tolerance 
of cholera patients to adrenaline as an indication of suprarenal 
dysfunction. 





* Under the auspices of the Indian Council of Medical Research. 





ig. |1—Suprarenal gland from contro! dying within 15 minutes of a 
severe street injury. Black stain shows sudanophilia. Frozen section 
20 u thick. (Sudan IV. x 70.) 
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Chatterjee 
(1939) studied 
the suprarenal 
glands from 
some cases of 
cholera and 
thought the 
congestion of 
boundary zone 
to be related 
to the extreme 
shock of the 
first stage of 
the disease. 

Lahiri (1945) 
treated a few 
cases with 
total supra- 
renal cortical 
extract and 
noted some 
improvement 
of the vascular 
tone. 

We have in 
the past 
searched in 
vain for any 
significant 
morphological 
change in the suprarenals in cholera by ordinary staining 
methods. The recent.paper by Stoner et al. (1953) promp- 
ted us to try their histochemical methods on our cholera 
materials. A preliminary report of our findings was read 
at the fifth annual meeting of the Indian Association of 
Pathologists. 





Fig. 2-—Suprarenal sland in cholera, showing com- 
plete dep! ol phil material (no black 
stain). Details as in fig. hk 





Materials and Methods 

We studied eleven pairs of suprarenal glands from 
bacteriologically positive cases of cholera fatal within 
48 hours after onset in the stage of shock. Ten pairs of 
glands from patients dying within 15 minutes of injuries 
from street or railway accidents served as controls. 
None of the patients was aged less than 10 years, and the 
controls showed no gross pathological changes except 
those of their injuries. The necropsies were done 24-48 
hours after death on bodies kept in the cold chamber. 
Five frozen sections from different blocks of each gland 
were prepared for the detection of neutral fat by staining 
with Sudan tv, of cholesterol with digitonin seen by 
polarised light, and of ketosteroids with 2 : 4 dinitro- 
phenyldrazine. No attempt was made to ascertain the 
weights of the glands, the thicknesses of different zones, 
or the cell-size. 





Fig. 3—Suprarenai giand in shalien, ae smali cntwanatt® islets 
retained. Details as in fig. |. 
x3 
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Fig. 4—Patchy disappearance of sudanophil material in suprarenal gland 
in cholera. Details as in fig. |. 


Results 

In four cases there was evidence of complete depletion 
of neutral fat from all the zones (figs. 1 and 2). Only an 
occasional cholesterol crystal could be made out here and 
there. Staining for ketosteroid showed a faint pale- 
yellow coloration. 

In five cases neutral fat was seen to have disappeared 
in patches of varying extent—either wide areas still 
retained it, or wider areas had only small islands of it left 
here and there (figs. 3 and 4). In one case loss of neutral 
fat was confined to the zona glomerulosa (fig. 5). This 
patient received only 1'/, pints of saline solution before 
he died, in contrast to 4-38 pints received by other 
patients in 1-3 days. In all these cases ketosteroid and 
cholesterol showed patchy distribution, but evidence of 
depletion of cholesterol was much more striking (figs. 
6 and 7). 

In the llth case all the zones retained sudanophil 
material while cholesterol crystals were confined to the 
zona glomerulosa only (fig. 8). 

One constant finding was that, whereas the neutral fat 
in the control glands appeared large and globular, that 
seen in cholera was always smaller and granular (figs. 
9 and 10). 





Fe = 


Fig. S—Suprarenal gland in cholera, showing loss of 
to zona glomerulosa. Details as in fig. |. 
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Discussion 

This histochemi- 
cal evidence of 
depletion of lipoid 
material has gener- 
ally been thought 
to be associated 
with increased lib- 
eration of cortical 
hormone under 
various conditions. 
Selye (1950) has 
described similar 
changes in his 
experiments on 
animals with non- 
specific alarm reac- 
tion and has related 
them to increased 
activity of the 
suprarenal glands 
under stimulation 
of the adrenocorti- 
cotropic hormone of 
the hypophysis. 
Histochemical reac- 
tions have recently 
been used to 
investigate the 
functional state of the gland, but there is no general 
agreement about their specificity. Particular importance 
has been attached to the cholesterol content and/or 
its relative distribution. An inverse correlation between 
choiesterol content and secretory activity of the gland 
has been well established by using stimuli of varying 
intensity and duration. Sayers (1950) regards cholesterol 
as the precursor of cortical hormone, large stores being 
held in the suprarenal glands in readiness for emergency 
periods requiring enhanced synthesis of the hormone. 
We have not estimated the cholesterol content of the 
glands but have attempted to form an idea from the 
above-mentioned histochemical test, and there is good 
evidence that it tends to disappear in cholera, Staining 
for ketosteroids may 
give an idea of the 
relative amount of 
the finished hormone 
available at the 
moment, but the sig- 
nificance of sudano- 
phil material is not 
clear. A correlation 
between change in 
these lipoids has not 
always been possible, 
and Sayers (1950) 
thinks it is due to 
slight differences in 
technique. We have, 
however, found a 
broadly parallel 
change in these three 
materials, although 
sometimes traces of 
cholesterol were left 
when neutral fat and 
ketosteroid had dis- 
appeared, or no 
cholesterol could be seen in the zona fasciculata, where 
sudanophil material still persisted. Depletion of steroids 
has, however, been often greater than that of sudanophil 
material. Ayres et al. (1951) noted the same in acute 
infections. 

In one case the zona glomerulosa was depleted of all 
lipoids, and in another this zone alone showed crystals 





Fig. 6—Birefringent crystals of digitonin- 
cholesterol seen in polarised light in 
suprarenal gland from control. Frozen 
section 25 uw. (x 70.) 


Fig. 7—Well-marked loss of birefrin- 
gent crystals from suprarenal gland 
in cholera. Details as in fig. 6. 
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of cholesterol. The former patient received only 1*/, 
pints of saline solution during his short stay in the 
hospital, and the latter received 24 pints in 46 hours. It 
is tempting to think that the zonal picture in the two 
cases was caused by hyponatremia in the former and 
hypernatremia in the latter. It should, however, be 
remembered that the blood-sodium level was not 
estimated in any of these cases, that only two such cases 
were observed and that the question of zonal autonomy 
still remains an enigma (Sayers 1950), so it will be rash 
to draw any conclusion from this observation. 

The over-all picture seen in cholera suggests that the 
suprarenal glands play an active réle in cholera by 
enhanced synthesis of its hormonal products. This 
concept finds support in another recent observation in 
this laboratory (De et al. 1955) on the hematological 
changes in untreated cases of cholera. Cholera is not 
associated with suppuration or emigration of leucocytes 
anywhere into the tissues ; yet the blood shows a leuco- 
cytosis which is much more than can be explained by 
simple hemoconcentration. At the same time, there are 
neutrophilia, lymphopenia, and eosinopenia. Not only 
are the eosinophils diminished but in many cases they 
seem to disappear altogether from the peripheral blood. 
All these facts are generally regarded today as con- 
vincing evidence of increased suprarenal cortical activity. 

As regards the relation of Vibrio cholere or its products 
to these various changes, similar blood changes have been 





Fig. 8—Birefringence confined to zona glomerulosa in suprarenal 
gland of cholera patient treated with large doses of saline solution. 
Details as in fig. 6. 


found in our vibrio-negative cases. Besides, no sign of 
necrosis or hemorrhage has been seen in. the suprarenal 
glands of cholera patients. These facts suggest that all 
the changes in the blood and in the suprarenal glands form 
part of a non-specific response on the part of the body to 
the associated dehydration, shock, and anoxia. 

Be that as it may, the functional capacity of the 
adrenal cortex, judged by the histochemical techniques, 
does not appear to be the same in all these cases of 
cholera at the time of death. In four cases there was 
complete depletion of all lipoids—regarded by Stoner 
et al. (1953) as evidence of complete exhaustion. Cortical 
failure may reasonably be suspected in these cases though 
not proved. In the others variable amounts of lipoid 
are still left, indicating that the glands retain some 
stock of basic elements for responding to further cortico- 
tropic stimulation. In spite of such potent suprarenal 
glands, cortical hormonal deficiency may have been 
responsible for the fatal outcome when the failure may 
be located at a supra-adrenal level. 

Sevitt (1954) used a combination of adrenaline and 
corticotrophin tests in fifty-four cases of burns and 
diagnosed adrenocortical failure in five and failure of 
the pituitary-adrenal axis in two cases. Cortisone therapy 
was indicated in the former, and corticotrophin in the 
latter. To clarify the therapeutic implications of our 


observations in cholera, further investigations into the 
functional state of the two units of the pituitary- 
suprarenal axis by serial blood-counts with these special 
methods up to the time of death will be necessary. 
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Fig. 9—Sud: hil globules in con- Fig. 10—Sudanophil granules in 
trol suprarenal gland. Details suprarenal gland in cholera. 
as in fig. 1. (x 350.) Details as in fig. |. 





Jonclusions and Summary 
Evidence of various degrees of depletion of cortical 
lipoids suggests an active réle of the suprarenal cortex for 
enhanced synthesis of its hormones in response to the 
stress of dehydration, shock, and anoxia of cholera. 
Further work to inquire into the functional state of the 
pituitary-suprarenal system in cholera is called for. 


We wish to thank Dr. A. K. Duttagupta for permission to 
publish, and Mr. M. Mazumder for the photomicrographs, 
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CLINICAL EXPERIENCES WITH 
SOFT-TISSUE PLACENTOGRAPHY 
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THE LONDON HOSPITAL 


Our object is to draw attention again to the advan- 
tages of soft-tissue placentography, which, in our 
experience, has proved a safe and reliable way of establish- 
ing the position of the placenta. 

The work of Reid and of Whitehead on the radiological 
aspects of soft-tissue placentography should leave no 
doubt as to its reliability, simplicity, and safety. But 
essential for success is close collaboration between 
radiologist and obstetrician, with interest and confidence 
equally distributed. 

The method is valuable for several reasons. Firstly, 
the position of the placenta can almost always be seen 
or be deduced without any other examination. It is 
not disturbing to the patient, and in selected cases it 
may be used for outpatients. Secondly, it saves beds. 
Now that antepartum hemorrhage is managed con- 
servatively, patients may have to stay in hospital for 
as long as six weeks before the fotus is judged mature 
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enough to risk premature delivery after examination 
under anesthesia. Soft-tissue placentography can greatly 
reduce such use of valuable beds: in non-toxic ante- 
partum hemorrhage, once placenta previa has been 
excluded and bleeding has ceased the patient can safely 
be sent home. Thirdly, it saves patients from wasting 
time unnecessarily in hospital. No longer need a patient 
who has bled a little at 32 weeks, but is otherwise normal, 
be kept in hospital for weeks. If bleeding is very slight or 
has stopped, it is quite easy to decide the position of the 
placenta within half an hour of the patient’s admission. 
It cannot be denied that up to the 34th week of pregnancy 
the method is not always as accurate as it is after this 
time ; this applies to the borderline case in which the 
placenta appears to dip just beneath the brim, especially 
when it is anterior. Radiography two weeks later will 
often show the placenta wholly above the brim, as if it 
had risen as the lower segment became more differentiated. 
Finally, soft-tissue placentography is a useful means of 
finding out whether the position of the placenta, even 
when in the upper segment, is responsible for a particular 
presentation or lie (Stevenson 1951). Moreover, it often 
explains why version has not been successful ; and if a 
second attempt at version is made the dangerous placental 
site can be avoided. 
Recent Work 

Chief credit for redirecting attention to this essentially 
simple technique must go to Reid (1949) and Whitehead 
(1953). The methods involving artificial-contrast media 
(amniography, cystography, and intravenous placento- 
graphy) have been examined thoroughly by these workers, 
who found that they lacked simplicity and accuracy 
and accordingly were unsuitable for routine use. Reid and 
Whitehead independently followed the lead of Snow 
and Powell (1934) and others, by making the fetus 
serve as its own contrast medium and by deducing the 
position of the placenta from its displacement of the 
foetus. The need for such a technique was emphasised 
when Moir (1944) proved that the uterine wall, the liquor 
amnii, and the placenta have identical radiographic 
density, and that consequently no hope could be held out 
for ordinary soft-tissue methods in locating the placental 
site. 

In addition to the valuable radiographic density of the 
foetus, use is made of another of its properties—its 
molecular density, which is greater than that of the 
fluid surrounding it. The fetus sinks to the lowest 
point of the amniotic cavity, and by changing the 
patient’s position any area of the uterine wall can be 
examined against the outline of the foetus. 


Clinical Indications for Placentography 

275 cases were studied over the three-year period 
1951-53. At first the patients were carefully selected, 
but when we became more familiar with the technique 
we used it more widely. During the early part of the trial 
the method was not used by every member of the unit, 
so the series cannot be said to inelude all examples of 
the different clinical problems which we investigated. 
After the first six months all patients suspected on clinical 
grounds of having placenta previa were submitted to 
placentography. The following list gives an idea of the 
type of case, where we considered it an advantage to 
discover the position of the placenta : 

(1) Antepartum hemorrhage, where the precise diagnosis 
is in doubt. 

(2) Unexplained displacement of the presenting part. 

(a) High head. 
(6) Recurrent malpresentation. 

(3) Cases of (1) and (2) combined. 

(4) Unexplained breech presentations. 

(5) Unexpected failure of version. 

(6) Cases due for surgical induction (especially by the 
Drew Smythe catheter) in which the presenting part is 
unengaged. 

(7) Other indications. 


(1) Antepartum hemorrhage, where the precise diagnosis is 
in doubt 

This is by far the most important indication. When 
local causes have been excluded there remain, for 
practical purposes, only two conditions to differentiate— 
accidental hemorrhage and placenta previa. Placento- 
graphy will immediately indicate the position of the 
placenta. There are other signs of diagnostic value when 
the placenta occupies the lower segment, especially in 
the last few weeks of pregnancy, but before this the 
presentation is not expected to be stable, and it is in 
these very cases, especially when the placenta is on the 
anterior wall, that physical signs are equivocal and 
placentography is of the greatest value. 

Again, bleeding thought to be caused by toxemia 
may in fact be due to placenta previa. In this series 
the combination of toxzemia with placenta previa was 
found only twice, and in neither instance was there any 
evidence of accidental hemorrhage. Bender (1953), on 
the other hand, found that toxemic accidental hemor- 
rhage accounted for the bleeding in 10 of 102 cases of 
placenta praevia. 

(2) Unexplained dieplacement of the presenting part 

(a) High head.—In the last few weeks of pregnancy, 
if the head is high and it cannot be pushed into the 
pelvis, and if no other cause is found, then placento- 
graphy would be helpful. 

(b) Recurrent malpresentation.—The indications here 
are similar. Stevenson (1951) has emphasised the high 
incidence of a completely fundal or lower-segment 
location of the placenta in persistent transverse lie. 


(3) Case of (1) and (2) combined 

One would expect to find placenta previa in these cir- 
cumstances, yet of 38 cases of antepartum hemorrhage 
associated with high head or unstable presentation only 
13 had placenta-previa ; in the remaining 25 the placenta 
was situated normally. One of the criticisms levelled at 
radiological placental localisation has been that with 
placenta previa the diagnosis can be made by abdominal 
examination. Undoubtedly experience and an intelligent 
application of clinical methods will result in relatively 
few mistakes. The patient who is known to have bled 
is of course admitted to hospital, but if she has not the 
obstetrician may become dangerously complacent unless 
an easy and accurate means of detecting a placenta 
previa is available. Moreover, the very knowledge that 
unexplained non-engagement of the head can exist in 
the absence of placenta previa may provide a ready excuse 
for not investigating further, and so defeat the most 
effective means of lowering the foetal and maternal death 
rate from placenta previa—namely, that of diagnosing it 
and admitting the patient to hospital before any bleeding 
has taken place. 
(4) Unexplained breech presentations 

Stevenson (1951) has shown that the commonest site 
for the placenta in persistent breech is the uterine cornu, 
and he has suggested that this causes such alteration in 
the shape of the uterine cavity that the foetus is accom- 
modated more readily as a breech. In the few cases 
investigated we have confirmed the preponderance of 
the cornual position and have found placenta previa 
relatively infrequently (table 11). 


(5) Unexpected failure of version 

It is not uncommon. to fail unexpectedly to turn a 
breech that has been judged suitable for version, even 
after it has been disengaged. There are probably several 
reasons for this, but the most likely is that the bulk of 
the cornual placenta impedes the passage of the head, or 
so obscures the upper pole that it cannot be grasped easily. 
If further attempts at version are to be made, it is clearly 
of value to know on which side the placenta lies, so that 
it can be avoided. It is even more important to exclude 
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the presence of placenta previa (unusual though it is 
with a breech) before making further attempts, especially 
if anesthesia is contemplated. 


(6) Cases due for surgical induction in which the presenting 
part is unengaged 

A not uncommon type of case is that in which there 
is toxemia necessitating induction, but the head is not 
engaged, though it can be pushed in, In such circumstances 
placenta previa can often be excluded clinically, but it is 
still possible for a placenta on the posterior wall to extend 
low enough to be disturbed by a Drew Smythe catheter. 
Obviously, it would be valuable to know that the placenta 
is elsewhere and out of range (only then, indeed, should 
the Drew Smythe catheter be used). Bender’s figures 
(1953) relating to the cause of bleeding in placenta previa 
emphasise the danger of using this instrument in unsuit- 
able cases. 


(7) Other indications 

(a) Previous classical cewsarean section.—Since rupture 
of the uterus is thought to be more common if the 
placenta is implanted on the uterine scar, it is as well to 
know the placental location in the latter weeks, so that 
the risk may be lessened by admitting the patient to 
hospital before term. 

(b) Situation of placenta when it is praevia.—When 
placenta previa has been diagnosed by placentography 
the actual extent of the placenta on the anterior wall is 
known before operation, and the technique can be 
planned so as to minimise maternal and fcetal blood loss. 
Placentography may also be considered a useful prelimin- 
ary when cesarean section is to be done under local 
analgesia. 

(ec) Antepartum hemorrhage, especially before the 36th 
week.—If placentography is done routinely, a radiograph 
of the fatal skeleton is automatically available. Gross 
congenital abnormalities (which are more common when 
the placenta is previa) may be seen, and useless con- 
servative management for the sake of the foetus thereby 
avoided. 

Results 
PLACENTA PREVIA 

Of 50 cases of placenta praevia (table 1) 1 was missed, 
giving a 2% error for placenta previa. The mistake was 
made early in the series and was due entirely to inex- 
perience in interpretation. Nothing similar has happened 


TABLE I—FEATURES OF 50 CASES OF PROVED PLACENTA PRAVIA 


Remarks on Giagneete : 
Correct a4 é 
Erroneous .. 
Borderline 


46 
1 


How confirmed : 
Ceesarean section 
Postpartum intra-ute rine palpation 
Postpartum inspection .. 
Examination under anesthesia. . é 
Some cases were confirmed by more than one method. 


No. of Earliest Latest 
cases diagnosed diagnosed 


“ 


Fee Nel 


~ 


Clinical features : 


Antepartum hemorrhage alone .. 23 «430th week 40th week 
A.P.H. plus high head, &c... a 13. 26th week 4ist week 
High head or malpresentation .. 14* 32nd week 40th week 


(* Of these 14 cases diagnosed before bleeding took place, 4 were 
of 4th degree; 4 were discovered before the 36th week: and 7 


had no bleeding at any time, 1 of these being of 4th degree.) 
Average birth-weizht .. es - -- 6b. 11 02. 
‘etal and neonatal deaths 8 (16%) 
Prematurity .. 
Prolapsed cord 1 
Placental infarct (intra-ute rine death) és as 1 
Cord strangulation .. . _ ie > 1 
Atelectasis od 1 
Degrees of placenta previa and method of treatment : 
Average Fetal Cas- yp Artificial 
Degree poeta irth —— abnor- arean led rupture of Nil 
weight malities section **°" membranes 
Ist 20 Tilb. Sos. 2 2 6 0 0 14 
2nd 13. 5 ib. 1402. 3 0 8 1 1 3 
3rd 3 $5ib.13 oz. 1 0 3 0 0 0 
4th 14 6ib. 1402. 2 0 14 0 0 0 


There were no maternal deaths. 


since, and in cases of significant placenta previa in the 
last 6 weeks of pregnancy the error should be nil. Where 
the diagnosis is on the borderline this should be made 
clear in the radiological report. Such cases are found 
mostly when placentography is undertaken too early in 
the last trimester, before the lower segment has become 
well formed. In a few cases the condition is truly border- 
line—that is to say, the head is displaced only a little 
from the symphysis or promontory when the placenta 
extends down the anterior or posterior wall. The level 
of the upper boundary of the lower segment is undoubt- 
edly variable, but in this technique it is assumed always 
to be at the pelvic brim. The vagueness of this important 
landmark makes it all the more desirable for radiologist 
and obstetrician alike to be guarded in the special 
circumstances already mentioned before stating cate- 
gorically that the placenta does not reach into the lower 
segment, and to be prepared to make a diagnosis of 
‘* borderline placenta preevia.”’ 

In this series the radiological diagnosis of placenta 
previa was in each instance confirmed or refuted before, 
during, or after delivery by examination under anss- 
thesia, cesarean section, or postpartum intra-uterine 
palpation, or by careful inspection of the placenta and 
membranes. Neither of the last two methods is entirely 
satisfactory. In the first place, owing to uterine retraction 
the placental edge, either separated or still attached, 
will often feel uneommonly low at the beginning of the 
third stage. Where possible these findings should, 
therefore, always be confirmed by -inspection of the 
placenta and membranes after delivery. Secondly, the 
inspection of the placenta and membranes as a means of 
confirming the placental level will only be of value when 
the hole in the membranes has not been grossly enlarged 
and when the gestation sac has been expelled intact. 
Again, after measuring the distance between the placental 
edge and that of the hole, doubt often remains as to 
whether the placenta did in fact reach the lower segment. 
Where the hole was of average dimensions a distance of 
less than 2 in. immediately placed the case in the category 
of placenta previa. We therefore conclude that if the 
diagnosis is not made before delivery in doubtful cases, 
the doubt will seldom be removed by any postpartum 
method of examination, including that of injecting the 
placenta via the umbilical cord with radio- -opaque 
substances. (Radio-opaque substances were not used in 
this series, for the method was regarded as having no 
special merit.) Finally, even by examining a patient 
under anesthesia before delivery it would not always be 
possible to feel the edge of a placenta that just reached 
into the lower segment, especially when the cervix is 
not well drawn up and when the placenta is posterior. 


Clinical Features 

The largest group is * that of antepartum hemorrhage 
alone, because the bleeding most commonly began before 
the foetus was big enough to be regarded as unstable or 
unduly high. The earliest diagnosis was made at 30 weeks, 
yet strangely enough an even earlier one (at 26 weeks) 
was made in the next group of antepartum hemorrhage 
and high head, &c. It might be argued that this pregnancy 
was not far enough advanced for the presentation to be 
significant ; yet in central placenta previa (as this one 
was) the foetus will often be found unduly high even at a 
comparatively early stage. The difficulty of trying to 
rely on abdominal palpation alone to diagnose placenta 
previa, even when there is both antepartum hemorrhage 
and a high presenting part, is well shown by comparing 
the number of cases of antepartum hemorrhage and 
high head in table 1 with that in table 1. In the placenta 
previa series only 13 out of 50 (or just over a quarter) 
fell into the “‘ antepartum hemorrhage and high head ”’ 
group, whereas in the other cases there were 25 out of 
84 (or slightly jess than a third)—figures which are 
distinctly comparable. 
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"Placenta previa was ‘dingnened before any bleeding 
took place in 14 out of 50 cases (or nearly a third), these 
having been radiographed purely because of the abnormal 
relationship between the presenting part and the pelvic 
brim. This suspicious sign was acted on with positive 
findings as early as the 32nd week in 1 instance (and there 
were 3 others before the 36th week), and as late as the 
40th week in another. In 7 patients antepartum hemor- 
rhage was avoided entirely, even though the average 
maturity at diagnosis in these patients was 35 weeks, and 
1 had a 4th-degree placenta previa. No fotus was lost, 
and their average birth-weight was 6 lb. 11 oz. 


Accidental Hamorrhage 

Although pre-eclamptic toxzemia was found to accom- 
pany placenta previa on 2 occasions, there was no 
evidence that the bleeding was accidental. In fact 1 of 
these patients had no bleeding at ail: she had a 4th- 
degree placenta previa and was delivered at term (by 
cesarean section) of a thriving 8 Ib. 3 oz. baby. 


Examination under Anesthesia 

This was carried out on 10 patients in whom placenta 
previa had been diagnosed radiographically. It was done 
for two reasons: (1) to check the radiological findings 
early in the series (later it was used only in borderline 
cases), and (2) in the lesser degree of placenta previa, 
especially anterior ones, to decide on the best method 
of treatment. Disproportion due to posterior placenta 
previa is a definite indication for cesarean section, as 
was emphasised by Stalworthy (1951). 
Fatal Abnormalities 

The incidence of footal abnormalities is known to be 
raised in placenta previa. Macafee’s (1945) figure was 
3-4%. In this series two developmental abnormalities 
were found (a hare-lip, and a meningocele). In both 
cases the placenta previa was of first degree. 
Average Birth-weight 

The conservative management of antepartum hemor. 
rhage, particularly when it is due to placenta previa, is 
now so well established as to require no further com- 
mendation here. The average birth-weight of 6 lb. 11 oz. 
in our 50 cases of placenta previa is ample proof of the 
wisdom of such a policy. 
Fetal and Neonatal Deaths 

One of the aims in the modern management of placenta 
previa is to reduce fetal and infant loss without =e 
extra risk to the mother. The mortality-rate of 16% in 
this series compares favourably with that in other 
reported series. The average birth-weight of the foetuses 
and infants lost was 5 lb. 5 died after birth, the only 
abnormal finding being prematurity. 3 were stillborn— 
1 from prolapse of the cord, 1 macerated from placental 
infarction, and 1 from the cord being tightly round the 
neck. Table 1 shows that the loss was fairly evenly 
divided between the different degrees of placenta praevia. 
It is unfortunate that 3 of the neonatal deaths followed 
cesarean section. In 6 of the patients concerned, active 
measures had to be undertaken to combat recurrent 
severe bleeding. 
Treatment 

There were 31 cesarean sections. 14 were for 4th-degree 
and 3 for 3rd-degree placenta previa. Of the 8 done for 
2nd degree, 1 was for a breech in an elderly primigravida, 
3 were for posterior placenta previa with apparent 
disproportion, and 4 were for excessive bleeding after 
artificial rupture of the membranes had failed to stop it. 
In the other 2nd-degree cases, bipolar version was done 
once when artificial rupture of the membranes did not 
stop the bleeding; simple artificial rupture of the 
membranes was also done, and in the remaining 3 cases 
no treatment was required. 6 cwsarean sections were 


done for Ist-degree placenta previa—2 for excessive 
bleeding, 2 for unstable presentation, 1 for associated 
diabetes mellitus, and 1 for prolapse of the cord. 
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Maternal Deaths 
There were no maternal deaths associated with placenta 
previa. 


Incorrectly Diagnosed and Borderline Cases 

Case 1.—-A para-5 with antepartum hemorrhage, and a free 
foetal head at 34 weeks. Placentography showed a posterior 
placenta ; the head was displaced significantly, but this was 
erroneously thought to be due possibly to clot. Bleeding 
continued, and examination under anesthesia showed a 
marginal placenta previa. Artificial rapture of the membranes 
and bipolar version stopped the bleeding, but an immature 
infant of 4 lb. 3 oz. was delivered, which died after a few 
hours. This case was one of the earliest in the series. The 
mistake was not in technique but in interpretation, and was 
due entirely to inexperience. 


Case 2.—A para-2 with antepartum hemorrhage at 36 
weeks. Placentography revealed no significant displacement 
of the head, and it was reported as showing “ no evidence of 
placenta previa.’’ The patient subsequently had a normal 
labour with no further bleeding, but postnatal inspection of 
the placenta suggested that it was low-lying—possibly Ist 
degree. The infant weighed 6 Ib. 1 oz. and did well. 


Case 3.—A primigravida with a high head at term. Placen- 
tography showed an anterior placenta and no significant dis- 
placement. Normal delivery took place with no bleeding, but 
there was a 40-0z. postpartum hemorrhage. Postpartum 
intra-uterine examination suggested that the placenta did 
just reach into the lower segment anteriorly and was possibly 
a lst-degree placenta previa. The infant weighed 10 lb. 2 oz. 
and did well. 


Case 4.—A primigravida with antepartum hemorrhage and 
a high head at 35 weeks. Placentography showed a posterior 
placenta and there appeared to be no significant displacement 
from the promontory to suggest that the placenta reached into 
the lower segment. The patient was examined under anezs- 
thesia, and a thin edge was thought to be felt high up pos- 
teriorly. A 5 lb. 9 oz. infant was delivered spontaneously, 
and it did well. There was no report of a postpartum inspection 
of the placenta and membranes to confirm this case. 


TABLE II—FEATURES OF 84 CASES IN WHICH ANTEPARTUM 
HAZ MORRHAGE WAS NOT ASCRIBED TO PLACENTA PRAVIA 


Remarks on diagnosis ;: 


Placenta preevia correctly excluded ‘ _ in 36 
Placenta previa aay diagnosed — si ah a 1 
Borderline ‘ a - “<1 1 


How confirmed : 


Ceesarean section .. _ ge a as 3 
Postpartum intra- uterine palpation &e ee i” a 
Postpartum inspection . ot ou ae a 
Examination under anesthesia . a ‘ - os 3 


Factors associated with antepartum Nermorrhage : 
Pre-eclamptic toxemia .. aa 3 
Benign hypertension ws pal ob aa ee 1 
External cephalic version as a oe an oe 
Erosion +e P rae - oa ok a 2 
Cervical polyp as 24 ot on 1 
Short umbilical cord os - a6 ee ay 1 
Unknown .. oe es ae ae ee te @& 

Average time in before 36th week = 11 on 

Reckoned average time saved before 36th week days 


Placental site in 65 cases of remarried ca maas a «eatery 





Posterior and wae ‘eo 32 

Anterior .. es ad iio se - in oe 

Cornual .. a ea én ie me ia oul 3 

Lateral “s - ir me ¢ ‘x 2 
Clinical features : No. root | Earliest Latest 

Ad, aad 

Antepartum hemorrhage alone... “59. 26th week 4Ist week 


Antepartum hemorrhage, plus — 


head, &c. 
Average birth- -weight 
Fetal and neonatal deaths 
Associated factors 


External cemhaite version 
Benign hypertension 
Postmaturity 6 weeks . . 
Prematurity - 
Asphyxia 
Treatment : 
Normal labour... de ae 3 5 
Twin labour wk +s = he 
Breech labour si 
Medical induction 
Surgical induction “ 
Forceps ee 
Examination under anesthesia . 
Ceesarean 


section 
There was 1 maternal death (due to ovarian carcinoma). 


ib. 6 oz. 
7 (83%) 


25 32nd —_ io week 


mee 


No.of Stillbirths and 
cases neonatal deaths 
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TABLE III—FEATURES OF 113 CASES WITH HIGH HEAD, BREECH, 
UNSTABLE PRESENTATION, &C. (NO ANTEPARTUM HAMOR- 
RHAGE AT THE TIME OF DIAGNOSIS) 


Localisation of placenta : 
Correct 40 - 
Incorrect .. 
Borderline 


How confirmed : 
Examination under anesthesia . . ae _ «< ee 
Postpartum intra-uterine palpation se ate oa a 
Postpartum inspection .. ee Je ie ind ba 
Surgical induction 3 . 
Cesarean section .. 


Associated factors : High 
head 


. 109 


om 


Unstable Total 


Breech presentation 
Placenta previa .. 6 6 2 6 14 
Contracted pelvis és Ay 0 1 9 
Pelvic tumour ae oe 6 1 0 7 
Multiple pregnancy aes 0 0 0 0 
Cornual implantation oe 0 24 (+1) 0 24 
Hydramnios - ee 0 0 1 1 
Unknown .. +i +  - 8 10 58 
Placental position in 35 breech cases : 
Anterior wall is ‘ie Lateral wall sp 0 
Posterior wall oe -- © Anterior and fundal 2 
Fundal - as -- 0 Posterior and fundal 1 
Lower segment =e -. 2 Cornual oe ‘a 25 


The only serious error in these so-called missed ‘‘ cases,”’ 
was made in case 1 and was due to inexperience in 
interpretation. None of the other 3 behaved subsequently 
like placenta previa cases; and if in fact they were, 
they were not of significant degree and would be correctly 
classed as borderline only. No foetus or mother suffered 
as a result of the error ; for although the baby in case 1 
died, the negative radiographic findings encouraged the 
continuation of conservative treatment to avoid pre- 
maturity. It was further bleeding that caused the birth 
of a fragile premature infant. 


ANTEPARTUM HZ MORRHAGE NOT DUE TO PLACENTA 
PREVIA 


There were 84 cases of antepartum hemorrhage not 
due to placenta praevia (table m1). In 82 a correct diagnosis 
was made by radiography, leaving 2 cases incorrectly 
diagnosed. 1 was a borderline case at the 39th week, 
and little time was wasted by the patient in hospital. 
The other, unfortunately spent four weeks in hospital 
unnecessarily, through an error due to inexperience in 
technique. Of these 84 cases, the absence of placenta 
previa was confirmed in 45 (table 11). All the other cases 
behaved quite normally and gave no indication of low 
implantation. 


Oause of Antepartum Hemorrhage 

In only 3 patients were there signs of toxemia, and in 
each instance examination of the placenta after delivery 
strongly supported a diagnosis of toxzmic accidental 
hemorrhage. It is significant that the commonest 
association was with external cephalic version. The 
cause of the bleeding was not found in 65 of the patients. 


Position of the Placenta in the Upper Segment 

It was thought that non-toxsemic antepartum hemor- 
rhage might be associated with the position of the placen- 
tal site. A likely position would seem to be the anterior 
uterine wall reaching nearly to the pelvic brim: there 
the placental site would be vulnerable to trauma and be 
near enough to the cervix for the blood to escape readily. 
Table m1 shows that the commonest site for the placenta 
in non-toxemic antepartum hemorrhage is, in fact, the 
posterior wall extending to the fundus; the anterior 
wall is the next commonest. 

Additional Clinical Signs ‘ 

As might be expected, bleeding was the only abnor- 
mal feature in over two-thirds of the cases. We have 
already drawn attention to how often bleeding and 
relative displacement of the presenting part can be found 
together in the absence of placenta previa. Much 


importance is attached to this observation, for dangerous 
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complacency or over-anxious conservatism may result if 
the precision and safety of soft-tissue radiography is 
denied both to patient and clinician. 


Average Stay in Hospital 

If by staying in hospital a patient is doing good for 
herself and for her foetus, then it would be wrong to 
suggest that she go home. But there is no evidence that, 
in the absence. of other symptoms and signs, there is 
any advantage in keeping patients in hospital once 
placenta previa has been excluded and once bleeding, 
which is usually slight, has stopped. This belief deter- 
mined our policy in this series. Even so, the average stay 
in hospital before the 36th week was reached proved to 
be as much as 11 days: this relatively high figure is 
largely explained by our having to keep in patients who 
bled too early for placenta praevia to be excluded radio- 
graphically. Even though in 1 instance placenta previa 
was excluded correctly at the 26th week, it is unusual 
to be able to give a positive diagnosis before the 34th. 
The arbitrary time of the 36th week was decided on 
because those who diagnose placenta previa by passing 
a finger through the cervix under anesthesia usually 
wait until then to do so. 


Reckoned Average Time Saved 

The saving of 8 days in hospital seems small enough, 
but with many patients the bed-saving is considerable. 
Those who doubt, the value of soft-tissue placentography 
say that this aspect of the management should be dis- 
counted ; but it is of real and practical importance, both 
to these patients and to those who are waiting to occupy 
the beds. 
Average Birth-weight 

This was 6 lb. 6 oz.— lower than the reported average 
for placenta previa. 


Fetal and Neonatal Deaths 

7 fetuses and infants were lost, giving a figure of 
8-3%—about half that for placenta previa. 1 at least of 
these cases could hardly have had any connection with 
antepartum hemorrhage: the fetus, said to have been 
6 weeks postmature and weighing 11 lb., died during 
and as a result of a very difficult delivery. The other 
deaths cannot be attributed to our policy of discharging 
patients who had bled but in whom placenta previa had 
been excluded radiographically, since all the patients 
concerned were kept in hospital from the time of bleeding 
until they were delivered. 


Fetal Abnormality 
No developmental abnormality was found in any 


foetus in this group. 


Maternal Death 
The only mother lost.died some 2 months after delivery, 


from ovarian carcinoma with pulmonary metastases. 


Incorrectly Diagnosed and Borderline Cases 

Case 5.—An elderly primigravida with persistent breech 
presentation at the 34th week, and a little bleeding after an 
attempt at version had failed: Placentography suggested 
posterior placenta previa of significant degree, but subsequent 
cesarean section at term for the presentation revealed an 
anterior placenta in the upper segment. This was again very 
early in our series, and before we began to use the tilted lateral 
view in doubtful cases. A healthy 7 Ib. 10 oz. baby was 
delivered. (Eighteen months later significant posterior placenta 
previa was again diagnosed in this patient’s second pregnancy 
at the 34th week, breech again presenting. This time the tilted 
lateral view was taken and subsequent cesarean section 
proved the diagnosis correct.) 

Case 6.—A para-5 with antepartum hemorrhage and an 
unengaged head at the 39th week. The placentographic films 
were poor in quality and a full view of the uterus was not 
available. A borderline posterior placenta previa was diag- 
nosed. Examination under anesthesia was done, but no 
placenta was felt.. (No postpartum examination or inspection 
of the placenta and membranes was recorded to confirm this 
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finding.) A healthy 7 lb. 13 oz. infant was subsequently 
delivered. 
HIGH HEAD, BREECH, OR UNSTABLE PRESENTATION, &C. 

The primary indication for placentography in this 
group (table 11) was either an unduly high presenting 
part, or an unstable presentation suggesting the possi- 
bility of a low-lying placenta, in the absence of any 
other detectable cause. Mostly the patients had reached 
the last month of pregnancy; but in some placenta 
previa was suspected well before the 36th week, solely 
on the relationship of the presenting part to the brim. 
As table 1 shows, | case of placenta previa was suspected 
and proved by radiography as early as the 32nd week. 
The patients who had a pelvic tumour were radiographed 
both to test the technique in these circumstances and to 
exclude the co-existence of placenta previa. Of 113 
cases, radiographic localisation of the placenta was 
correct in 109. In only 1 case was the diagnosis said to 
be incorrect : 

Case 7.—A para-3 with an unstable presentation at 36 
weeks. Posterior placenta previa was diagnosed by placento- 
graphy; but near term the fit of the head threw doubt on 
the diagnosis, so artificial rupture of the membranes was done 
to stabilise the presentation. When labour began, bleeding 
was so severe that cw#sarean section was undertaken. The 
surgeon, however, was of the opinion that the placenta did 
not reach the lower segment. No cause for the bleeding was 
suggested, and we offer no other explanation. There were 
no signs of toxemia, and a healthy 7 lb. 2 oz. infant was 
born. 

The other 3 cases were essentially borderline. 
them, case 3, has already been discussed. 


1 of 


Case 8.—A para-2 with a very unstable presentation at 35 
weeks. Placentography was reported as showing a minor 
degree of posterior placenta previa. There was no antepartum 
hemorrhage or any departure from normal in the subsequent 
labour at term, when a healthy 6 lb. 8 oz. infant was delivered. 
No postpartum intra-uterine or placental examination was 
recorded, This, therefore, must rank as an error in diagnosis, 
although it is possible that such a minor amount of placenta 
dipping below the brim might either have been carried up 
later by uterine growth, or been so slight as to cause no trouble. 

Case 9.—A primigravida with a high head at 39 weeks. 
Placentography suggested a minor degree of posterior placenta 
previa, because of slight forward displacement of the head 
and the placenta occupying the posterior wall. No bleeding 
took place during labour, which began at term, but the head 
engaged slowly. Delivery was uneventful. Unfortunately 
there is no record of examination after labour. 


No mother or foetus was lost as a result of these debat- 
able errors. No gross mistake was made in missing 
significant placenta previa. The errors, as they should be 
in this work, were rather those of commission than 
omission. When there is doubt, ‘* placenta privia’”’ 
should be diagnosed. Just over half of the cases were 
confirmed by one or other of the usual methods. In the 
remainder there was no departure from normal to 
suggest a low-lying placenta. The different reasons for 
the ill-fitting or abnormal presenting part are shown in 
table m1. In about half no cause was found. This is too 
high a proportion and simply means that such com- 
mon conditions as multiparity, occipitoposterior, pelvic 
inclination, and hydramnios have not been recorded in 
the notes. 

Table m1 also shows the comparative rarity of breech 
presentation in placenta previa or contracted pelvis and 
pelvic tumour on the one hand, and the significant 
coincidence of cornual implantation and breech presenta- 
tion on the other. Of the 35 cases of breech presentation 
investigated, the placenta occupied the cornual position 
in no less than 24. In our series, as in Stevenson’s (1951), 
this position was the commonest finding associated with 
breech presentation, and it is the most probable cause 
of persistent breech presentation. The placental position 
in the remaining cases is shown in table m1. In 1 case 
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there was both pelvic tumour and cornual implantation, 
but precedence has been given to the tumour as the cause 
of the breech. 
Further Points 

Transverse or Oblique Lie 

The very essence of soft-tissue placentography is to 
use the contrasting outline of the foetus to show by its 
displacement the position of the placenta. Unless the 
lie is axial, with the lower pole over the brim, the impor- 
tant brim area cannot be examined accurately, and the 
obstetrician should be present in the X-ray department 
to correct the lie immediately before placentography. 


Pelvic Tumour and High Head 

Obviously the diagnosis of pelvic tumour will be made 
by clinical examination, but it is not by any means easy 
to exclude the co-existence of placenta previa clinically. 
Even when the radiologist knows of the presence of a 
pelvic tumour, if the placenta extends well down the 
posterior wall it is not always possible to be sure that some 
of the head displacement is not due partly to placenta 
previa. The same is true when the head is displaced by 
a rectum grossly distended by feces. The difficulty does 
not arise when the placenta is on the anterior wall or 
fundus, for the radiologist can then diagnose the cause 
of the displacement with confidence. In practice, from 
the aspect of delivery, it is of no importance to distinguish 
between tumour and placenta previa, because cesarean 
section will be needed in both. However, for safe ante- 
natal management it is important to know of the 
possibility of placenta previa. 


Early Diagnosis 

Before about the 34th week precise diagnosis can be 
made only when the placenta is implanted mainly around 
the fundus, or mainly in the lower segment. Even when 
the placenta appears to extend from the anterior or 
posterior walls into the pelvis, at this early stage it is 
impossible to predict how much will remain there as the 
uterus grows and the lower segment forms. Naturally, 
if a case is borderline so early it will almost certainly 
become negative for placenta previa at a later date when 
further placentography should be done. A correct diag- 
nosis was made in 5 of our patients by the 30th week. 
In 3 placenta previa was excluded ; in 2 major placenta 
previa was discovered, and both subsequently needed 
cesarean section. 


Placenta Previa and the Presenting Part 

The relationship of the presenting part witb the pelvic 
brim is used both clinically and radiologically to detect 
placenta praevia, and the more experienced a clinician 
becomes the closer will he approach the precision of 
placentography ; yet it is only in the more extreme 
forms of placenta previa that he is likely to achieve a 
comparable degree of success. Similarly, it is only when 
the presenting part is deeply engaged and can be palpated 
readily through the fornices that placenta previa can 
be excluded as the cause of bleeding in a particular 
patient. In between these extreme examples are found 
the majority of cases of antepartum hemorrhage, and 
clinically there must be doubt about the position of the 
placenta. Even when the head can be engaged readily 
at term there can still be significant placenta previa. 
The following case is an example of this : 

Case 10.—-A para-1 had a little vaginal bleeding at term. 
The head was resting in the brim and could be engaged 
readily. The placentography report stated there was significant 
displacement compatible with the presence of posterior placenta 
previa: Cesarean section was done and a posterior marginal 
placenta previa was found. 


Radiological Technique 


The technique used was essentially that described by 
Reid (1949) and by Whitehead (1953), but we reduced 
the number of films taken to two—an anteroposterior, 
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onl: a standing lateral which included the whole of the 
uterus and the pelvic inlet. In some a third view was 
needed—the tilted lateral where the standing lateral 
shows apparent forward displacement. Very occasionally 
other views may be required in cases of hydramnios. 

High kilo-voltage (115-120 kV) is used for lateral 
views. Development is cut to 3'/, min. to avoid over- 
blackening of the .part of the film which shows the 
anterior wall. 

The patient must empty the bladder immediately 
before examination. If the rectum is too full of feces 
the procedure may have to be repeated. 


Summary 

Soft-tissue placentography is a practical method of 
locating the placental site. The margin of error is 
considerably less than with clinical methods. 

Its advantages are greatest in the conservative manage- 
ment of antepartum hemorrhage. 

In cases of major degree placenta previa the hazards 
of digital exploration of the lower segment can be avoided 
altogether. Only in lesser degree or borderline placenta 
previa, in which the risk of severe bleeding is propor- 
tionately less, may examination under anesthesia be 
needed, either for final diagnosis or treatment. 

The method has proved particularly useful in patients 
suspected of having placenta previa before they have 
bled. 

That certain placental positions may cause persistent 
breech presentation has been confirmed by our observa- 
tions. No association was found between the placental 
site and accidental antepartum hemorrhage. 
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TREATMENT OF ADRENOGENITAL 
SYNDROME 
WITH CORTISONE AND @STROGEN 


C. N. ARMSTRONG 
M.D. Durh., F.R.C.P., D.P.H. 


PHYSICIAN, ROYAL VICTORIA INFIRMARY, 
NEWCASTLE UPON TYNE 


In cases of adrenogenital syndrome presenting female 
pseudohermaphroditism, due to hyperplasia of the adrenal 
glands, continuous treatment with cortisone reduces the 
clinical masculine features and the urinary excretion 
of 17-ketosteroids and promotes the development of 
feminine characteristics (Wilkins et al. 1950, 1951, 1952, 
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Fig. 2—Case 2: treatment and urinary excretion of 17-ketosteroids. 


Vines and Dods 1954). To obtain this result large doses 
of cortisone (100-200 mg. daily by mouth) may have to 
be given, and this presents difficulties where supplies 
of cortisone are restricted. 

Treatment of such cases with estrogen alone produces 
neither clinical improvement nor reduction in the excre- 
tion of 17-ketosteroids. In the following three cases, 
however, combined therapy with oestrogen and cortisone 
was successful. 


Case 1.—A girl, aged 10 years, was admitted to the Royal 
Victoria Infirmary, Newcastle upon Tyne, with male body 
contours, severe hirsutism, pubic hair of male distribution, 
undeveloped breasts, and urinary excretion of 17-ketosteroids 
36 mg. per 24 hours. A congenitally large clitoris had been 
amputated. 

Laparotomy revealed uterus, vagina, and ovaries. Right 
adrenalectomy was performed but produced no improvement. 

Treatment with oral cortisone was begun with 50 mg. 
daily in 1952, when the patient was 16, and the urinary 
excretion of 17- ketosteroids was reduced from 29-0 mg. to 
2-8 mg. The dosage of cortisone was reduced to 25 mg. and 
later 10 mg. daily, with no change in the clinical picture. 
The excretion of 17-ketosteroids increased to 30 mg.; so 
the cortisone dosage was increased to 50 mg. daily. When 
the excretion of 17-ketosteroids was 21 mg. under this dosage 
of cortisone, I prescribed (for acne) 1 mg. of stilbcestrol 
daily for 14 days followed by 14 days without stilbeestrol, 
the dosage of cortisone remaining 50 mg. daily. The excretion 
of 17-ketosteroids decreased tapidly to 4-5 mg. in 24 hours. 
I increased the dosage of stilboestrol to 2 mg. daily and then 
stopped it, whereupon the urinary gxcretion of 17-keto- 
steroids immediately began to increase (fig. 1). Coincident 
with the decrease in excretion of 17-ketosteroids there was 
clinical improvement. 

Case 2.—A girl, aged 9, was admitted to the Royal Victoria 
Infirmary with a deep voice, a hypertrophied clitoris, well- 
developed pubic hair; the vagina was present. Urinary 
excretion of 17-ketosteroids 23-6 mg. per 24 hours. Left 
adrenalectomy did not produce any clinical improvement. 

Treatment with cortisone was started when the patient 
was aged 12, and her excretion of 17-ketosteroids was 16 mg. 
per 24 hours. The dosage was 25 mg. daily and was later 
increased to 50 mg. daily. The excretion of 
17-ketosteroids fluctuated somewhat, but the 
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smallest amount excreted was 11 mg. in 
24 hours, and the girl's breasts began to 
develop when the excretion of 17-ketosteroids 
was 15:3 mg. Stilbostrol 1 mg. daily was 
prescribed in addition to the 50 mg. of cortisone 
daily, and the excretion of 17-ketosteroids 
" decreased to 6-8 mg. and later 2-3 mg. per 
4 24 hours (fig. 2). Menstruation was also 
established. ; 


4 Case 3.—In this girl an enlarged clitoris 
was found at the age of 1 year and pubic 
ir began to grow at the age of 2'/, years. 
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was established. With the dosage of cortisone kept at 50 mg. 
daily stilboestrol 1 mg. daily was prescribed, and the urinary 
excretion of 17-ketosteroids decreased to 6-0 mg. per 24 hours 
(fig. 3). Stilbcestrol therapy had to be stopped then because 
of heavy menstrual bleeding. 


These cases show that, in the treatment of female 
pseudohermaphroditism, administration of cestrogen and 
cortisone is more effective than cortisone alone in reducing 
a high urinary excretion of 17-ketosteroids. 
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MASSIVE BLOOD-TRANSFUSION 
THROUGH THE CEPHALIC VEIN 


E. G. Dottron 
M.B. Lond., F.R.C.S. 


ROYAL HOSPITAL, WOLVERHAMPTON 


THORACIC SURGEON, 


PATIENTS undergoing major thoracic surgery may need 
very rapid transfusion of considerable quantities of blood. 
Cannulation of the internal saphenous vein at the ankle 
leads to a disappointingly slow flow. In the commonly 
favoured lateral po€ition this may be partly due to com- 
pression of the saphenous vein at the knee and in the 
thigh by the opposing limb or an intervening pillow ; 
and also possibly the opened chest and relaxed abdomi- 
nal muscles lessen the negative pressure responsible for 
normal systemic venous flow. Needling of an arm vein 
is more effective but often unsatisfactory. Intra-arterial 
transfusion gives a rapid replacement of blood lost by 
major cardiac or vascular injury but is not easy to do, 
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Surface marking of cephalic vein in intermuscular groove. 
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requires a special pump and expert medical supervision, 
and leads to an excess of potassium in the plasma 
(Melrose and Wilson 1953). 

What is wanted is a large cannula inserted into a large 
superficial vein reasonably near the heart. No branch of 
the inferior vena cava is of use, but the external jugular 
vein and the cephalic vein near the shoulder satisfy these 
criteria. Use of the external jugular would lead to a scar 
on the neck ; therefore the cephalic vein is to be preferred. 
I was encouraged to use this vein by Dr. N. H. Antia, 
then casualty registrar to this hospital, who told me he 
had given infusions through the cephalic vein very 
successfully in cases of burns. 

My assistants and I have cannulated the cephalic vein 
in over 100 cases in the past twelve months. The drip 
runs very freely, venospasm has not occurred, and a 
pint of blood can be completely transfused within four 
minutes without any form of pressure. The cephalic 
vein is thin-walled, easily dilated at the site of cannula- 
tion, and admits an unexpectedly large cannula with 
ease. This method has proved eminently satisfactory and 
without any complication, and I recommend it to those 
engaged in major surgery and not blessed with many 
assistants. 

The only disadvantage has been that on nine occasions 
the cephalic vein has been absent from its normal situa- 
tion. Such patients have had small, transverse subeu- 
taneous veins across the front of the shoulder, and I do 
not now explore for the cephalic vein when such veins are 
present. 

Anatomy 

The cephalic vein begins on the radial side of the 
dorsum of the hand, runs up the radial side of the forearm, 
and at the bend of the elbow gives off a median basilic 
branch medially to join the basilic vein. Thereafter it 
travels up the outer side of the arm lateral to the biceps 
muscle until it crosses the anterior aspect of the insertion 
of the deltoid muscle; it next approaches from the 
lateral side the groove between the deltoid muscle and 
the pectoralis major muscle, and soon runs in the groove 
itself (see figure); about two inches higher the vein 
sinks deeply into the groove and becomes difficult to find 
by ordinary dissection. No artery accompanies it. Its 
ever deepening course leads it to the coracoclavicular 
fascia, which it pierces, and it ends in the subclavian 
vein. The junction of tributary with recipient vein may 
be guarded by valves, but these are often absent. 

This description is based on surgical exploration and 
on several post-mortem dissections. 


Procedure 

It has been found convenient to cannulate the vein 
when general anwsthesia has been induced and with the 
patient supine. The arm which will be uppermost during 
operation is selected, because flexion and compression of 
the lowermost arm has caused angulation of the cannula 
and failure of the drip. With the arm held away from the 
side of the body at about 45° (most easily accomplished 
by placing the hand under the upper part of the buttock) 
an incision 2 inches long along the lower part of the 
deltoideopectoral groove, and extending just below the 
beginning of that groove, will expose the vein. If the 
vein is not in the groove it will be found slightly more 
laterally, over the deltoid muscle. The vein is thin-walled, 
easily dilated, and in an adult takes the largest Hamilton 
Bailey cannula; the medium Bailey cannula and the 
normal adult Sutton cannula can usually be introduced 
into the vein of a child aged 5-10 years. After cannulation 
I customarily insert a distal skin stitch which holds the 
cannula in its second loop, and a proximal skin stitch 
which, passing under the vein, is left long and untied 
until after the cannula has finally been removed. 
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THROMBOCYTOPENIC PURPURA 
ASSOCIATED WITH OXYTETRACYCLINE 


THERAPY 


A. G. Beckett 
B.M, Oxfd, M.R.C.P. 
SENIOR MEDICAL REGISTRAR, ROYAL FREE HOSPITAL, LONDON 


A. W. H. FoxEiu 
M.B. Lond. 
HAZMATOLOGIST, NORTK WESTERN GROUP LABORATORY, LONDON 


ALTHOUGH oxytetracycline is known occasionally to 
cause toxic reactions in the skin and gastro-intestinal 
tract, no case of blood dyscrasia (including thrombo- 
cytopenic purpura) due to this drug has been reported in 
this country.” 

In a nation-wide survey of 1448 cases of blood dyscrasia 
in the United States, Welch et al. (1954) report 41 cases of blood 
disorders associated with oxytetracycline therapy, including 
13 cases of thrombocytopenia, in 4 of which no other drug 
was given. The outcome and details of these cases are not 
reported. Of the 499 cases of thrombocytopenia 62 were 
classified as due to “‘ infection ’’ and 266 as idiopathic. It is 
therefore possible that some or all of the cases associated with 
oxytetracycline therapy should have been classified under 
either of these headings. 


We describe here a case of thrombocytopenic purpura 
possibly due to oxytetracycline. 


Case-report 

A man, aged 77, was admitted to hospital on Oct. 19, 1954, 
with bilateral pneumonia, which had started 10 days earlier 
with tiredness followed 3 days later by pain in the chest and 
intermittent ache in the right ear. For at least 10 years he had 
had Paget's disease of bone. 3 years previously he was found 
to have diabetes mellitus, which was subsequently treated by 
diet alone. - There was no history of any tendency to 
hemorrhage. 

On admission his temperature was 99°F, pulse-rate 100, 
and respirations 28 per min. He was flushed and dyspneic, 
with signs of consolidation at the left base and coarse crepita- 
tions. with expiratory rhonchi at the right base. He had a 
collapsing pulse and blood-pressure 160/70 mm. Hg. Paget’s 
disease of the tibize was present, the changes being more 
pronounced in the right leg. There was no retinopathy ; the 
knee and ankle jerks were absent, but vibration sense was 
present. 


Investigations 

Radiography of the chest showed extensive pneumonic 
changes in the lower zones, greater on the right side. On 
Oct. 20 the hemoglobin was 90% (13-3 g. per 100 ml.) and the 
white cells were 9900 per c.mm. (differential count of normal 
distribution); the erythrocyte-sedimentation rate (E.S.R.) 
was 120 mm. in 1 hour (Westergren). The serum-alkaline 
phosphatase level was 9-5 King-Armstrong units per 100 ml. 
The sputum contained scanty pus cells and on culture grew 
Streptococcus viridans. Cultures of swabs from ear and eye 
were sterile. 


Treatment and Progress 

Treatment with penicillin and sulphadiazine, started on the 
morning of admission by his private doctor, was continued 
for 24 hours; but, as there was no improvement and his 
condition was serious, these drugs were stopped and he was 
given a course of oxytetracycline 1-0 g. initially followed by 
0-5 g. twice daily. Little or no improvement followed at first. 
Acute otitis media was diagnosed on Oct. 24 and was treated 
with chloramphenicol in propylene glycol which was applied to 
the auditory meatus on a wool wick 6-hourly for 18 hours. 
Myringotomy was then performed under general anzsthesia, 
and the discharge stopped a few days later. 

On Oct. 26 the patient had acute cardiac failure, which 
improved after venesection and administration of oxygen and 
intravenous aminophylline. Subsequently he was treated 


with digitalis and mersalyl and had no further episodes. 
Because of the severity of the illness and this episode of 
cardiac failure the dosage of oxytetracycline was increased, 
0-5 g. 6-hourly being given for the next 6 days. This produced 
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clinical improvement, the symptoms decreasing and the 
temperature, which had been 99-100°F, falling to normal. 
The signs in the lungs did not change, however, and radio- 
graphy showed increased shadows. in both lower zones 
extending into the mid-zone on the left. 

The white-cell count, which on Oct. 27 was 21,000 per c.mm, 
(neutrophils 91%), fell to 10,000 per c.mm, 9 days later. The 
E.S.R. was now 65 mm. in the first hour. The sputum again 
produced a heavy growth of Strep. viridans. Oxytetracycline 
was continued on a reduced dosage, 1 g. daily in two divided 
doses for 8 days, making a total of 26 g. in 22 days. 


Blood Dyscrasia 

On the third day after stopping the oxytetracycline the 
patient had a severe epistaxis, followed next day by more 
epistaxes and gross hematuria. By this time he had developed 
extensive hemorrhagic purpura. During the next 24 hours 
many fresh cutaneous hemorrhages appeared and the hema- 
turia continued. At this stage he had normochromic and 
normocytic anemia, thought to be due to blood-loss. The 
hemoglobin was 66% (9:8 g. per 100 ml.), red cells were 
3,270,000 per c.mm., and white cells 18,900 per c.mm. (neutro- 
phils 63%); his platelets had decreased to 15,000 per c.mm. 
The bleeding-time was much prolonged, no evidence of 
cessation of bleeding occurring after 18 minutes. The pro- 
thrombin-time and clotting-time were normal, and the Hess 
test was positive. Next day there were further skin hemor- 
rhages and hematuria. The hemoglobin was 62% (9-2 g. 
per 100 ml.), platelets were 11,000 per c.mm., and white cells 
16,700. In the evening he started to cough up bloodstained 
fluid and vomited “ coffee grounds.’’ His general condition 
deteriorated rapidly, and in the early hours of Nov. 17 he died. 


The Sternal Marrow 

Sternal marrow puncture was done 15 minutes after death, 
the differential marrow count being as follows : myeloblasts 
1%, promyelocytes 1%, neutrophil myelocytes 8%, meta- 
myelocytes 8-5%, neutrophil polymorphs 51%, eosinophil 
polymorphs 1%, early normoblasts 4%, intermediate normo- 
blasts 6%, late normoblasts 14:5%, plasma cells 0-5%, 
lymphocytes 4%, and monocytes 0:5%. The myeloid/ 
erythroid ratio was 2-9/1. There was no evidence of platelet 
production, and only an occasional promegakaryocyte was 
present. No other evidence of toxic changes was seen. The 
development of the myeloid and erythroid series was normal 
apart from some increase in mature polymorphs. 


Necropsy 

There were numerous petechiz in the skin of the trunk and 
limbs, the pericardium and endocardium, and the mucosa 
of the stomach, small intestine, colon, and urinary bladder. 
Ecchymoses were present in the pelves of the kidneys and in 
the leptomeninges over the left frontal and parietal lobes of 
the brain. The lungs showed organising fibrinous pleurisy 
and gangrenous pneumonia, with abscesses up to 2 cm. in 
diameter, in the lower lobe of the left lung. An older unresolved 
pneumonia, with abscesses up to 1 cm. in diameter, in the lower 
lobe of the right lung, and cedema and congestion of the 
remainder of the lungs were also found. The spleen showed 
subacute septic changes. Pus was present in the right middle 
ear. The neck and upper half of the shaft of the right femur 
and the sternum contained red marrow. 


Discussion 


Thrombocytopenia is occasionally associated with 
septicemia, but throughout his illness our patient did not 
show any clinical evidence of this, and it seems improb- 
able that the purpura was due to septicemia. He had 
suppurative pneumonia, diabetes mellitus, and Paget’s 
disease of the bone, none of which are known to produce 
thrombocytopenia. 

Sulphonamides and chloramphenicol cause thrombo- 
cytopenia on rare occasions, but we do not think they 
were responsible for it in this case, because the sulpha- 
diazine was given for only 24 hours to a total of 2-5 g., 
and the bleeding did not come on until 3 weeks later. 
Chloramphenicol was applied aurally only on three 
occasions in 18 hours, and this local application could 
scarcely have had a toxic effect on the marrow. 

In spite of the widespread use of mercurial diuretics 
we have found only 3 published reports of thrombocyto- 
penia possibly due to mercurials (Butt and Simonsen 
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1950). Similarly, although iodides have been extensively 
used for a long time, there are very few instances of 
thrombocytopenia due to iodides: Dennig (1933) 
reported 2 unproven cases, and Davis and Saunders 
(1946) described a proven case of purpura, due to potas- 
sium iodide, in which the platelet-count on one occasion 
was 100,000 per c.mm. We think it most improbable that 
either mersaly! or elixir of caffeine iodide, both of which 
were given for a short time only, caused the thrombo- 
eytopenia in our patient. In addition he was treated 
with aminophylline, digitalis, and chloral, none of which 
is known to cause thrombocytopenia. Aspirin, amido- 
pyrine, ‘ Sedormid,’ and other drugs producing thrombo- 
cytopenia were not known to have been given either in 
hospital or in the previous 2 months. 

It therefore seems likely that the oxytetracycline was 
responsible for the thrombocytopenia in the present case. 
The almost complete absence of any members of the 
megakaryocyte series seems to indicate that the action 
of oxytetracycline was to produce directly or indirectly 
a selective marrow depression affecting only the pre- 
cursors of the platelets. The only other toxic manifesta- 
tions were those due to mild gastro-intestinal irritation, a 
complication not infrequently associated with the use of 
oxytetracycline. 

Although our patient’s pneumonia appeared to have 
been held in check by the intensive drug therapy, the 
final outcome of his illness was determined by the throm- 
bocytopenia: this might have been reversible in a person 
less seriously ill. 

Summary 
A ease of thrombocytopenia purpura in a man, aged 
with suppurative pneumonia described. The 
bone-marrow showed selective depression of platelet 
production. 

The thrombocytopenia 

oxytetracycline. 


é 


18 


was possibly caused by 


We wish to thank Dr. Una Ledingham for her permission to 
publish this case. 
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Preliminary Communication 


PITUITARY-RADON IMPLANT FOR BREAST 
CANCER 

CERTAIN tumours, at some stage of their progression 

towards autonomy, may depend on hormones produced 

by the endocrine glands of their hosts. For example, 


total ablation of the  supra- 
renal glands and ovaries, by 
removing the sources of cestro- 
genie steroids, has proved of 


benefit in some cases of advanced 
mammary cancer. The pituitary 
gland has also been removed for 
the same purpose,! but this major 
operation carries a significant 
mortality ; so a method has been 
evolved at the Western Infirm- 
ary, Glasgow, of destroying the 
pituitary gland by implanting 
radon seeds, thus obviating the 
necessity for open operation. 


Technique 


The seeds are introduced 
through a cannula inserted into 








1. Luft, R., Olivecrona, H. J. Neurosurg. 
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Fig. |—Head of patient fixed into apparatus, and cannula introduced 
into nostril. 


the pituitary fossa through the nose and the sphenoidal 
sinus. To enable this to be done under radiological 
control, an adjustable director apparatus, incorpor- 
ating radio-opaque protractors in two planes, has 
been constructed. After the nose has been swabbed 
with spirit and a solution of 1: 1000 adrenaline, the 
patient’s head is fixed in the apparatus (fig. 1), and the 
cannula is inserted through the director tube into the 
nostril. Radiographs are taken in anteroposterior and 
lateral planes, and the alignment of the cannula is 
corrected accordingly. The cannula is next advanced 
as far as the roof of the nose, and further radio- 
graphs are taken to confirm the alignment and to 
measure the distance from the point of the cannula 
to the sella turcica. The trocar is inserted and by 
firm pressure the cannula is bored this distance through 


the sphenoidal air-sinus and the base of the sella 
turcica. The point of the cannula now lies within 


the pituitary fossa, this position being confirmed by 





ior and lateral radiographs of skull showing trocar and cannula inserted into 


pituitary fossa. 
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further radiographs (fig. 2). Radon 
seeds are introduced (fig. 3), the 
instrument is withdrawn, and the 
nasal cavity is packed with gauze 
soaked in adrenaline solution. 
This pack is removed after twelve 
hours. 
Results 

This operation is done under 
general anesthesia and antibiotic 
cover. The dose of radon now 
used is 15 mC in three seeds (in 
the earlier cases two seeds, 10 mC, 
were used), and maintenance 
therapy with cortisone (25 mg. 
daily) is instituted. Up to now 
nine cases of advanced cancer have 
been treated by this method without mortality or 
morbidity. All the patients have complained of mild 
headache on the evening of the operation, but in no 
instance has this persisted beyond the second post- 
operative day. In only one case was the convalescence 
complicated by evidence of infection, the patient’s 
temperature suddenly rising three days after the implant. 
This was rapidly controlled with aureomycin, and no 
organisms were isolated from the cerebrospinal fluid. 
Patients are ambulant the day after the implant, and are 
allowed home in six days. 

The progress of these patients is being followed 
clinically, radiologically, and biochemically, and the 
effect of the implant on certain endocrine functions 
is being studied. 

The simplicity of this method allows its use in cases 
unsuitable for major surgery, and we believe that it 
may prove as effective as, but less hazardous than, 
total adrenalectomy and odphorectomy. Although, 








ior and jateral radiographs of pituitary fossa showing two seeds lying within 


gland. 


so far, this treatment has been used exclusively for 
advanced cancer, it may prove applicable to pituitary 
hyperactivity. 

We wish to record our sincere gratitude to Prof. C. F. W. 
Illingworth for permission to treat these cases in his unit 
and for his encouragement in the development of this project ; 
to Dr. A. A. Charteris and his staff of the department of 
radiotherapeutics for their coéperation ; to Miss Ann Hendry, 
superintendent radiographer, Western Infirmary, for her 
invaluable assistance with the radiographie technique ; 
and to Mr. Angus MacDonald, who constructed the director 
apparatus in the Western Infirmary Workshop. 


A. P. M. Forrest 
B.Se., Ch.M. St. And., 
F.R.C.S8.E., F.R.C.S. 

Lecturer in surgery 


University Department D. A. PEEBLES BROWN 


of Surgery, . 
Western Infirmary, M.B. Glarg. 
Glasgow Hall tutorial fellow 





Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Endocrine Response to Trauma 

THE section of surgery met on May 4, under the 
chairmanship of Mr. HaroLD Epwarps, the president, 
to discuss Endocrine Response to Trauma. 

Prof. Francis D. Moore (Boston, Mass.) said that the 
endocrine glands were the motors which drove surgical 
convalescence, and study of their behaviour was not an 
academic exercise but essential for the practical direction 
of surgical care. 

In response to the stimuli of pain, fear, blood-loss, 
and ether anesthesia there appeared to be pronounced 
adrenomedullary secretion, not yet extensively studied by 
biochemical methods. After trauma the blood-level of 
corticotrophin rose and the blood-level of compound F 
increased to four or five times normal. Within sixty 
seconds of trauma the blood-corticoid level in the adrenal 
vein increased to a hundred times normal. In addition 
sodium conservation occurred, presumably as aldo- 
sterone was secreted ; but the changes in sodium and 
chloride metabolism did not coincide with the move- 
ment of nitrogen and potassium. In addition, this early 
phase was marked by alterations in water metabolism 
which might be due to the effects of antidiuretic hormone. 

After these early changes there was a period which 
resembled the withdrawal of adrenocortical hormones, 
and was reflected in a decreased urinary output of 
corticoids and nitrogen. It occurred within a few days of 
abdominal operations, but later after fractures. This 
often involved a drastic reduction in urinary total 
nitregen excretion from 12-15 g. daily to 5 g. or less. 

There then followed a third phase—that of spontaneous 
anabolism. This was the period of rebuilding. It started 
about one week after pneumonectomy or gastrectomy 





and lasted three to five weeks. A patient weighing 
70 kg. accumulated 3-7 g. nitrogen per kg. per day. 
The glands mediating this phase were thought by some 
to be the gonads; but Professor Moore believed that 
growth hormone was more probably involved. This had 
not been proved. Finally, fat replacement took place, 
ceasing when the patient reached normal weight. 

If the operation was féllowed by complications, such 
as sepsis, pulmonary embolus, or wound dchiscence, the 
secretion of corticoids increased again, even though 
they might have fallen from the initial postoperative 
high level. 

Ether anesthesia given to volunteers increased the 
blood-corticoid level, but thiopentone did not. Moderate 
haemorrhage of 770 ml. blood did not cause increased 
corticoid secretion. Alterations in corticoid levels and 
depression of circulating eosinophils of the same order 
as he had observed in surgical cases could be brought 
about in a healthy volunteer by the intravenous infusion 
of 25 units of corticotrophin. 

Prof. G. M. Wixson (Sheffield) spoke about the post- 
operative fall in plasma sodium and chloride levels. 
If patients who had undergone partial gastrectomy for 
peptic ulcer were kept on a restricted water intake the 
plasma sodium and chloride levels remained steady for 
twenty-four hours and then declined. The decrease was 
not attributable to postoperative water retention alone ; 
and it was not easily related to any known aspects of 
adrenocortical or pituitary function. It had been shown 
that interference with the temperature or oxygen supply 
of tissue slices caused movement of sodium and chloride 
ion from the medium into the cells. 

Professor Wilson went on to discuss changes after 
bilateral adrenalectomy and ovariectomy for carcinoma 
of the breast. The eosinophil-count fell, but when the 
patient was put on 100 mg. cortisone daily after operation 
the eosinophils’ rose again distinctly. The plasma sodium 
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and chloride decreased. The urinary excretion of 17-keto- 
genic steroids was normal, increasing slightly when 
cortisone support was given; it rose greatly after 
operation, while the urinary 17-ketosteroids fell. He 
had found similar changes in a patient maintained on 
150 mg. cortisone a day, although the urinary 17-keto- 
genic-steroid excretion did not change much after 
operation. In these patients, maintained on a constant 
dose of cortisone, the urinary conservation of sodium and 
chloride was good in the postoperative period, even 
in the absence of the adrenal cortex. Professor Wilson 
cautioned against the over-enthusiastic use of sodium- 
chloride infusions in the postoperative period. 


Mr. F. W. HoxtpswortnH (Sheffield) emphasised the 
importance of edema of the wound as a cause of fluid- 
loss in injured patients. Fluid-loss into the wound began 
two to three hours after injury and continued for two 
to three days. In wounds of moderate size it was well 
tolerated and did not call for replacement; but in 
very large wounds, such as burns, replacement was 
necessary. Direct blood-loss must be replaced quantita- 
tively, though assessment of the amount lost was difficult 
and the usual elinical criteria, such as pallor, tachy- 
cardia, and fall in blood-pressure, might be misleading 
since these might be due to neurogenic causes even 
where there was little or no wound. The most reliable 
guides to the quantity of blood lost were the size and 
type of the wound considered with the systolic blood- 
pressure. Replacement should be quantitative, for there 
was considerable danger associated with over-trans- 
fusion. The presence of lacerated tissue had a profound 
toxic effect, so traumatic wounds must be excised as soon 
as possible. The dangers of anesthesia had probably 
been greatly exaggerated, but he considered that the 
preoperative nutritional state was very important. 


Mr. L. P. Le QUESNE pointed to the dangers of adopting 
postoperative changes in urinary salt excretion as a basis 
for therapy. The changes usually reflected natural 
metabolic changes in the body. 


Dr. Stuart Mason illustrated the effect of total 
hypophysectomy on the salt and potassium balance 
while the patient was maintained on a constant dose of 
corticotrophin (60 mg. daily) and constant salt intake. 
Similar data, together with nitrogen, phosphorus, and 
calcium balances, illustrated the effect of total adrenalec- 
tomy in a patient maintained on a constant dose of 
cortisone (80 mg. daily). In both patients the metabolic 
response to trauma was similar to that found after opera- 
tion on patients with intact adrenals. The results 
supported Ingle’s concept of the ‘‘ permissive ’’ réle of 
the adrenal. 


Prof. C. H. Gray pointed out that by existing chemical 
techniques only a very small number of the steroids 
secreted by the adrenal cortex were estimated. Further- 
more since the adrenal cortex secreted at least five 
different hormones with three different kinds of function 
it was possible that the anabolic and katabolic changes 
after trauma were due to the secretion by the adrenal 
of different proportions of these substances. 

Replying to the discussion Professor Moore said that 
adrenalectomised dogs receiving cortisone had a raised 
blood-level of corticoids. If they were then anesthetised 
with ether the corticoid level rose further, and ether 
anesthesia and trauma combined also led to an increase. 
He wondered whether this was due to failure by the liver 
to inactivate corticoids. 

The nature of the wound was more important in 
determining the metabolic response than in determining 
the endocrine response. The mechanism of this seemed 
to be extra-adrenal. 

Hypothermia in dogs or man caused the blood corti- 
coid respense to be abolished ; warming was followed by 
a delayed response. 
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Multiple Sclerosis 


Dovetas MCALPINE, M.D., F.R.0.P., physician-in-charge, 
department for nervous diseases, The Middlesex Hospital ; 
Nice. D, CompsTon, M.A., M.D. Camb., M.R.C.P., assistant 
physician, The Royal Free Hospital, London ; Cuares E. 
LumspEN, M.D. Aberd., Sir Henry Head Research Fellow 
of the Royal Society. Edinburgh and London: E. & 8. 
Livingstone. 1955. Pp. 304. 35s. 


To produce a 300-page volume on a single disease is 
not without hazards. On the one hand it is questionable 
whether the intrinsic interest of disseminated sclerosis 
as we now know it is sufficient to compel the constant 
attention of the expert. On the other hand, the student 
or the clinical dilettante is unlikely to devote a seemingly 
disproportionate amount of time to the contemplation 
of clinical pleomorphism. We therefore greet this 
monograph by Dr. McAlpine and his colleagues with 
mixed feelings. 


It consists of a global account of the disease derived from 
experience of over 1000 cases seen at the Middlesex Hospital 
during some twenty-two years. The first and larger part of 
the book deals with details of clinical history, geographical 
factors, accessory clinical findings, and the problems of 
diagnosis, prognosis, and management. It is readably and 
clearly written, and it is undoubtedly of value to have this 
mass of information collected into a single book with useful 
statistical evidence on prognosis and on variation in the 
composition of the cerebrospinal fluid. The section on 
differential diagnosis should help the general physician, who 
may, however, be surprised to find an essay on cervical 
spondylosis included in this chapter. The review of present- 
day management is practical. While recognising the inefficacy 
of specific therapy, it shows how much can be achieved in 
long-term management. An unexpected enthusiasm for 
intravenous neoarsphenamine and liquor arsenicalis is a 
possible minor blemish in this balanced report. 


The second part of the book is mainly on pathology, with 
some interesting excursions into demyelination, to which 
Dr. Lumsden’s experimental work has clearly contributed 
largely. This section includes some excellent photographs. 
The final chapter on etiology, though it contains nothing 
new, sets out clearly and concisely the present problems. 
By these qualities it is characteristic of the whole 
volume. 


Crime Detection 


Modern Methods of Criminal Investigation. ARNE 
SVENSSON, assistant, Orro WENDEL, chief assistant, 
National Institute of Technical Police, Stockholm. 
Amsterdam and New York: Elsevier Publishing 
Company. London: Cleaver-Hume. 1955. Pp. 376. 
38s. 6d. 


THE considerable success that attended the appearance 
in 1949 of the Swedish Handbok I Brottsplats Under- 
sdékning fully justified its translation into English, and 
the two authors—technical and police experts at the 
National Institute of Technical Police in Stockholm— 
have wisely broadened the scope of the text for inter- 
national reading. It has been so substantially revised and 
superbly illustrated from the authors’ own crime files 
as to constitute a new book : in clear impeccable English, 
and remarkably comprehensive within a comparatively 
small space, it is undoubtedly the best practical guide 
to crime investigation we have yet seen. 

The authors carefully avoid elaborating the more 
difficult bench techniques—those of blood-grouping, for 
instance—that have by now been passed to experts in 
serology, but they do not fail to indicate where to look 
for blood at a scene of erime, how to preserve the right 
material, and in what respects it may Se tested. Prints, 
hairs, fibres, dusts, glass, wood—all receive authoritative 
treatment, and there is a remarkable piece of writing by 
Svensson on firearms and explosives. 

In use the book is sound and really practical: no 
C.1.D. office, no crime laboratory, and few university 
departments of forensic medicine could fail to profit 
greatly by constant recourse to this short but compre- 
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hensive guide to technical police methods. It is a 
fine tribute to the respected institute from which it 
comes. 


Hypertension and Nephritis 
5th ed. ArrHurR M. FiIsHBERG, M.D., director of medicine, 
Beth Israel Hospital, New York. London: Bailliére, 
Tindall, & Cox. 1954. Pp. 986. £5. 


** Fishberg’’ needs no introduction as an exhaustive 
and valuable bibliography on hypertension and nephritis. 
In the fifteen years since the last edition progress in this 
subject has been both deep and wide. The main advances 
include clearance studies of renal function and extensive 
researches on the relationship between the kidney and 
hypertension. These on the one hand have led to new 
speculations on the genesis of renal hypertension and 
on the other hand have helped to clarify the classification 
of Bright’s disease. New light has been thrown on specific 
diseases of the kidney, especially diabetic glomerulo- 
sclerosis, chronic pyelonephritis, and tubular necrosis. 
Specific tubular disorders leading to electrolyte disturb- 
ances have been discovered. Dr. Fishberg’s summary of 
recent work on these subjects, and his references, are an 
excellent starting-point for anyone requiring further 
information. He still regards chronic lipoid nephrosis as 
an entity and gives inadequate weight to the recognition 
and differentiation of type-l and type-2 nephritis. 
In view of the numerous drugs now available for the 
treatment of hypertension, it is welcome to find a warning 
in this section ‘‘ that many individuals not only need no 
treatment, but are much better off without it.’ 


An Atlas of Operations for Trauma 


Orro Russe. Vienna and Bonn: Wilhelm Maudrich for 
Medizinische Wissenschaften. 1955. Pp. 106. DM. 50. 


Tus Atlas, with its 48 full-page plates, and text in 
German, French, and English, is elegantly got up; the 
translations are adequate and the pictures are clear. 
But it is a pity that some of the operations so well 
depicted are culled from the world literature with no 
assessment of their feasibility or value. The illustrations 
include methods of purely historic interest, such as the 
use of “ pinch grafts,’”’ and equal emphasis is placed on 
procedures that are established, questionable, and even 
just imagined. Oversimplification has led to attention 
being focused on bone injuries to the neglect of the 
associated soft tissues, in relation both to repair and to the 
surgical approach. Thus the skin incisions shown are 
entirely orthodox and take no account of the need, at the 
acute stage of injury, to preserve undamaged soft tissues. 
The methods ‘of treatment required at the emergency 
stage are not distinguished from those of value at a 
later stage of reconstruction. In resuscitation blood- 
transfusion is mentioned on a par with subcutaneous 
saline. To present so much in so small a space is neces- 
sarily very difficult; and in this Atlas, we feel, the 
diagrammatic approach has unfortunately made the 
surgery of trauma seem more a matter of skilful 
carpentry than of applied biology. 


Biochemistry of the Aminosugars 
P. W. Kent, M.A., B.SC., PH.D., D.PHIL., F.R.1.c.; M. W. 
WHITEHOUSE, B.A., B.SC., A.R.I.C., department of bio- 
chemistry, University of Oxford. London: Butter- 
worths Scientific Publications. 1955. Pp. 311. 40s. 


To those who think of plants and animals in terms of 
proteins, fats, and carbohydrates, the presence in the 
body of sugars containing amino groups may come as a 
distinct surprise. They are, as it were, neither fish, 
fowl, nor good red herring ; yet they are present in the 
skeleton, in mucins, in the substances responsible for 
the blood-groups, in the serum-globulins, in antigens, 
in antibiotics, and in chitin—in short, in almost every 
walk of life. They may appear as monosaccharides or 
polysaccharides, and they may combine with proteins 
and lipoids in the most variable proportions. They owe 
their construction, form, and function during life to a 
series of enzyme systems which maintain them in 
their steady state by a process of active metabolism. 
This book is the first comprehensive attempt to 
describe them since Levene’s classical monograph in 
1925. 
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The first part covers the biological associations of the 
amino sugars, their metabolism, enzymic degradation, 
their réle in chondroin, heparin, and chitin, and their share 
in the construction of the various mucins. There is a chapter 
on bacterial and fungal products which, as might be expected, 
are widespread and important. To those who have been the 
victims of a severe pyrogenic reaction it may be of some 
interest, if not perhaps comfort, to know that their misery 
was due to an amino polysaccharide. 

The second part of the book deals more specifically with 
the chemistry of these amino components. It describes how 
they may be detected and isolated and goes into their structure, 
synthesis, and reactions so far as they are known at present. 
Glucosamine receives the most extensive consideration, but 
galactosamine has a chapter to itself, and another chapter 
is devoted to the hexoses with two amino groups. The fructose, 
mannose, xylose, arabinose, and inositol compounds are 
left to the concluding chapters. A considerable number of 
references are given after each chapter and there is a short 
postcript at the end of the book to bring the literature up to 
date at the time of going to press. 


The authors are to be congratulated on having pro- 
duced a book that is both interesting and a notable work 
of reference. 


The Digital Circulation 
MrLtTon MENDLOWITZ, M.D., F.A.C.P., associate attending 
physician, Mount Sinai Hospital, New York. New York : 
Grune & Stratton. 1954. Pp. 182, $6.75. 


In this short monograph Dr. Mendlowitz surveys the 
remarkably complicated subject of the digital circulation 
in health and disease, to which he himself has devoted 
much effort. Clubbing, a teasing subject which has 
greatly attracted him, is as well discussed in a single 
chapter as it could be. The theory of its etiology, ‘“‘ an 
attempt to puint the way,” is at least as reasonable as 
any other, though even Mendlowitz finds some difficulty 
in explaining the clubbing that accompanies intestinal 
disease and cirrhosis. A comprehensive list of references, 
numbering over 600, gives just credit to the pioneers 
in the study of the subject. 


Retropubic Prostatectomy 
For Benign Enlargement of the Prostate Gland. Franots A. 
BENEVENTI, M.D., F.A.C.8., attending urologist, Oswald 
Swinney Lousley Foundation, St. Clare’s Hospital, New 
York. Springfield, Ill.: Charles C. Thomas. Oxford : 
Blackwell Scientific Publications. 1954. Pp. 227. 50s. 


ALMOsT ten years have ejapsed since Millin introduced 
his retropubic py is oe to the surgery of prostatic 
obstruction ; but despite the wide adoption of the tech- 
nique in the British Isles and Europe, American urologists 
have largely remained faithful to the transurethral 
methods. Dr. Beneventi, of New York, has given us the 
first transatlantic book on the subject, a beautifully 
produced work with many outstanding drawings by 
Mr. W. Didusch. ; 

The anatomy of the prostate and surrounding structures is 
capably dealt with, thqugh some of the photographs might 
have been omitted without much loss. The chapters on 
preoperative and postoperative management are thoroughly 
good and do not advocate unnecessary investigations. Not 
everyone, however, will agree with the author’s practice of 
15-minute bladder irrigations in the early postoperative 
period. The technique of the operation for enucleation of 
simple adenomata differs little from that employed in Britain, 
though many will cavil at some pronouncements based 
apparently on a relatively small experience of 100 cases. It is 
difficult, for example, to accept that “ retropubic prostatec- 
tomy for the small gland is not feasible as the dense lateral 
plexuses of veins leave little room for exposure,” or that “a 
bladder neck which will admit the tip of the middle finger 
following enucleation requires no plastic enlargement.” No 
mention is made in this connection of thé hypertrophied 
trigone. Dr. Beneventi admits that he makes no attempt to 
secure a watertight closure of the prostatic capsule and 
accordingly leaves the urethral catheter (a modified Foley 
type) in for 6-7 days: his high incidence of meatal stricture 
(7%) may possibly be related to this practice. Some 23 pages 
are devoted to osteitis pubis, but the author concludes that the 
incidence of this complication is no greater after the retro- 
pubic operation than after operation by other methods. No 
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mention is made of the occasional involvement of the vertebral 
bodies. 

Despite such minor criticisms the work will undoubt- 
edly appeal to urological surgeons. 


Geisteskraft und Geistesstérung im Alter 
Arztliche Betrachtaungen zum Altersproblem. A. K1ELHOLZ, 
W. A. Srout, A. L. Viscner, H. Warner BUEL, 
J. Wyrscn. Ziirich: Art. Institut Orell Fiissli Ag. 
1954. Pp. 45. Fr. 3.60. 
Tus collection of essays from Switzerland on psychia- 
tric problems of old age is of some interest for the glimpses 
it provides of work in this field on the Continent. 





Most of the contributors make the descriptions of Kraepelin 
and Bleuler the starting-point of their analysis of mental 
illness in old age ; but these are inadequate when approaching 
the social and psychological problem of ageing with which 
contemporary psychiatry is faced. To fill the gap some 
authors go to Selye for inspiration, others to Shakespeare's 
King Lear and the portraits of Rembrandt. The essays, 
however, reflect an approach to the psychological problems 
universal among old people in urban communities that is 
more practical and in keeping with human dignity than the 
formulations of some schools of psychopathology. The style 
is rambling, and many of the sentences are of breath-bereaving 
length ; and some may feel that the effort required of the 
reader is disproportionate to the number of useful statements. 





New Inventions 





PILOT ‘TUBE FOR BLOOD BOTTLE 


OPINION is still sharply divided as to whether a pilot 
tube is a safe and reliable accessory to a bottle of blood. 
Some object to it on the grounds that, since it is not an 
integral part of the pint bottle, some change-over may 
occur, either at the donor session or later ; whilst others 
consider that the bottle must in any case be sampled so 
that a stained smear may be examined to exclude the 
presence of bacteria. 

However valid these objections may be, there is no 
doubt that the risk of infecting the bottle at the time of 
sampling is a serious one. Even though the most careful 
and aseptic technique is used (perhaps questionable when 
carried out by junior staff at night or in emergency), the 
blood must be transfused within twenty-four hours or 
not at all. This advice, given by the Ministry of Health 
in ‘“‘ Notes on Transfusion,” if rigidly adopted, must 
impose a strain on the blood-bank. It is often necessary 
to have several pints standing by for a patient for two 
or three days, and it is also not always easy to switch 
any unrequired cross-matched blood to another case 
within twenty-four hours. 

Examples of transfusion reactions known to be due to 
infected blood are happily rare ; and although the routine 
preparation of a stained smear from the bottle is excellent 
in theory it is not always practicable. If this additional 
test is considered necessary, the best time to do it seems 
to be immediately before the transfusion is set up, 
cross-matching having been done some time previously 
with the aid of a pilot tube. 

It is to overcome these objections to the pilot tube 
that the following design, method of attachment, and 
filling procedure, have been extensively tried and now 
adopted in the area served by the 
Sheffield Regional Transfusion Centre. 
The tube, of 4 ml, capacity, is move hke a 
small bottle because it has a neck with a 
screw thread and is closed by a metal cap, 
having a central hole under which lies 
a rubber bung (fig. 1). The base is rounded 
to give strength and, it is hoped, to act as 
an add tional deterrent to removal, since 
the bottle will not stand on a flat surface. 













The attachment consists of an aluminium strip flanged 
round the edge to give greater rigidity and perforated by 
two holes. The diameters of these are such as to allow 
the strip to pass over the screw threads of both bottles 
but no further. Both the bottles are firmly united when 
the caps are screwed home, and no accident or careless 
handling can separate them. A label is therefore con- 
sidered superfluous; for, even if the smaller cap is 
removed, which is contrary to instructions, the shoulder 
of the large bottle prevents the pilot bottle from slipping 
through. 

Fig. 2 illustrates the method of filling the pilot bottle 
at the donor session in three stages, A, B, and c, the 
whole process being completed immediately after vene- 
section and before the pint bottle joins those from other 
donors. The lengths of tubing in the taking sets shown 
have been shortened for the sake of clarity. A is 
a unit ready for use, with the donor’s needle protected 
by a shield until the moment of venepuncture. The vial 
attached by an elastic band is retained, when filled, at 
the transfusion centre for grouping and Kahn testing. 

B shows the unit after venesection. The tubing is 
clamped, and the needle is withdrawn from the arm 
and inserted into the vial, which now carries a label 
with a serial number corresponding to that on the large 
bottle. c shows the needle X transferred to the pilot 
bottle, which fills easily, after the clamp is released, 
having been vacuumised before sterilisation. 

The simplicity of this final movement, and the close 
attachment of the small bottle, effectively prevent the 
possibility of error or confusion. 

The pilot tube is manufactured by the International Bottle 
Company, 140, Park Lane, London, W.1, and the aluminium 
attachment by the Wolf Safety Lamp Co. (William Maurice 
Ltd.), Saxon Road Works, Sheffield, 8. 


Sheffield Regional Transfusion J. S. CAMPBELL 


Centre M.R.C.S. 
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When the worst is over 


Skill and care have won the battle, and the exhausted body 
is recuperating. It is then that Burgoyne’s Tintara may 
mean the difference between long, dragging convalescence and 
a rapid recovery. For Tintara is not only beneficial but a 


really palatable burgundy. It contains no added alcohol or 





sugar and is a natural product of sun and ironstone soil. 
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For hypochromic anaemia 


FERGON tablets contain specially prepared 
ferrous gluconate, best tolerated of all iron salts. 
It is indeed the absence of digestive upsets with 
FERGON that makes patients willing to continue 
treatment to the point of cure . . . that 

ensures that iron will be well absorbed and 
utilised . . . that often guarantees a 


rapid restoration of hemoglobin. 


Trade Mark 





Ferg 


BAYER PRODUCTS LIMITED 





NEVILLE HOUSE . KINGSTON-ON-THAMES - SURREY 


Associated export company: WINTHROP PRODUCTS LIMITED 
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CASTING THE NET STILL WIDER 


Apathetic many mothers may be about diphtheria immunisation, but not about that for 
pertussis and tetanus. By offering mothers simultaneous inoculation against all three diseases 
with Triple Antigen Glaxo many more children can be gathered into the diphtheria 
immunisation ‘net’. Combined inoculation is an effective inducement to mothers to have 


heir babies tected inst 
diphtheria..-needs only toe WIREPLE ANTIGEN Glaxo 


| cc. subcutaneous injections Diphtheria-Pertussis-Tetanus Prophylactic 
at monthly intervals. In ‘one-course’ boxes of 3 x 1 cc. ampoules; also 10 cc. vials. 


GLAXO LABORATORIES LIMITED - GREENFORD - MIDDLESEX - BYRon 3434 









‘Erminentiy mitable 


for rmedic«c 


*In view of these analytical and 
general evidences, this brandy 
may be described as particularly 
suitable for medicinal purposes’ 
See Lancet, July 22, 1899, p. 219 








*The evidence both of analysis 
and taste indicates that the high 
standard of purity and quality 
has been maintained ard that 
the brandy is eminently suitable 
for medicinal purposes’ 


See Lancet, May 7, 1932, P. 992 
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Abuse of Antibiotics 


Last October 172 speakers contributed to the 
Second Annual Symposium on Antibiotics.'. In 
opening the discussion, Dr. HENRY WELCH not 
unreasonably said that it would take too much time 
to list the infectious diseases now partly or completely 
controlled by chemotherapy; instead he remarked 
that few of his large audience would not have some 
friend or relative who had been made well, or even 
been saved from death, through the use of anti- 
biotic drugs. There was much to justify President 
EISENHOWER’s message to the symposium in which 
he described the meeting as an occasion for honouring 
all who through their work on antibiotics had made 
profound changes in the practice of medicine. Those 
honoured would rightly include, not only medical 
and scientific investigators, but also the drug firms 
whose energy and enterprise made possible the 
necessary research and development on a vast scale. 

With all this we are already familiar. But, owing 
largely to our own folly, the picture has a less favour- 
able aspect. vON OETTINGEN,’ reviewing the untoward 
effects of the indiscriminate use of antibiotics, 
noted the possibility of such well-authenticated 
complications as glossitis and stomatitis; nausea, 
vomiting, and diarrhcea; anal pruritis; vestibular 
and auditory disturbances; aplastic anemia; and 
allergic reactions of many kinds, including fatal 
anaphylactoid reactions, serum-sickness, and skin 
rashes. Admittedly most of these reactions are 
relatively uncommon in proportion to the wide- 
spread use of antibiotics, and most are temporary ; 
but enough of them may produce serious damage and 
even fatal results to justify an earnest plea for caution 
against uncritical use of antibiotics. Apart from the 
danger to the patient such indiscriminate use must 
accelerate the emergence of resistant strains of 
bacteria among species which produce such forms. 
This has been said many times in these columns and 
elswhere ; indeed, it has been emphasised so often 
that its rehearsal may fall on deaf ears. It may 
have been some such thought that led Hussar ® to 
propose a more active measure—a crusade for the 
rational use of antibiotics. In his own analysis of 
fatal antibiotic reactions he showed that about half 
of the patients had died from unnecessary medica- 
tion. He estimated that about 25% of patients in 
1. Antibiotics Annual 1954-1955: Proceedings of the Second Annual 

Symposium on Antibiotics. Edited by HENRY WELCH, PH.D. 
and FELIX MarTI-IBANKZ, M.D. ew York: Medical 
Encyclopedia, inc. as pT $10.00. 


2. von Oettingen, WV. F. 
3. Hussar, A. E. Ibid, p. 379. 
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the madicol wards of general hospitals would probably 
benefit from antibiotics. This figure was very close 
to that observed in three hospitals where strict 
indications had been set up for the administration of 
antibiotics. But in three other hospitals the pro- 


portions of general medical patients treated with 
antibiotics were 32%, 38%, and 41%; and in 
Hussar’s view these higher figures reflect a too 
liberal use of antibiotics. He proposed: (1) a press 
release from the symposium condemning the irrational 
use of antibiotics ; (2) systematic education of students 
and doctors on how to use antibiotics; (3) educa- 
tion to persuade the lay public that antibiotics are 
not invariably required; and (4) organisation of a 
National Registry of Fatal Antibiotic Reactions to 
reveal the true incidence of such accidents. 

What errors of judgment and practice have given 
rise to these sobering pronouncements ? Three seem 
to deserve prominence. First, there is a belief that 
antibiotics are non-toxic and will do no harm even 
if they do no good. It is easy to see how this view 
arose. Penicillin, our first antibiotic, had a much 
greater margin between effective and toxic dose than 
any previous, antibacterial drug, and untoward 
reactions were virtually unknown in the early days 
when it was administered in doses of the order of 
15,000 units every four hours. Only when very 
much larger doses came to be used—at first for special 
cases but later almost as a matter of routine—and 
when sensitised, patients came for second courses of 
treatment did it become clear that the drug was not 
altogether harmless. Later antibiotics are in general 
more toxic than penicillin and so allow less latitude 
in dosage. The second defect in our thinking touches 
this very point. Many doctors are guided by the 
popular but fallacious generalisation that if a little 
does good a lot will do better. Many considerations 
doubtless combined to foster the use of big doses : 
they were required for .bacterial endocarditis ; they 
were bactericidal; they would stop the emergence 
of resistant strains; they would make for less fre- 
quent administration; and they would penetrate 
to the deepest parts of hidden lesions. Such considera- 
tions neglect two essential points: that many anti- 
biotics have a relatively narrow zone of optimal 
concentration,‘ and that the doses recommended by 
manufacturers are the outcome of extensive pharmaco- 
logical and clinical studies. As MENNIE ® has rightly 
declared, clinical investigators should aim at determin- 
ing the smallest amount that is effective thera- 
peutically. One may smile at the plea for chairs of 
antibiotic medicine voiced by more than one speaker 
at the symposium, but the surest way to encourage 
such projects is to give antibiotics so heedlessly as 
to create the impression that yet another specialty 
is required. 

The third wrong idea—inside as well as outside 
hospitals—is that since antibiotics are so dramatically 
effective against grave illnesses they will be at least 
equally useful for the treatment of minor disabilities. 
But many conditions with an infective component— 
for example, some skin diseases and chronic dis- 
orders of the cardiorespiratory systems—cannot be 
regarded as wholly or even mainly caused by infective 
agents. On the whole, antibiotics are disappointing 


Gunnison, 7% B. Kunischige , KE, J awetz, E. Ibid, p. 190. 
ri Mennie, 7% T. Brit. med. 7 ‘April 16, 1955, p. 973. 
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in the treatment of such states, and the most probable 
outcome of their use is sensitisation of the patient, 
who disseminates resistant staphylococci. For much 
the same reasons the so-called prophylactic use of 
antibiotics is very often unwarranted. It will be a 
bad thing if it comes to be regarded as a token of 
eccentricity or of over-confidence to do a deliberate 
surgical operation without “ antibiotic cover.””’ Court 
and his colleagues ® emphasise the crucial fact that 
the more frequently the staphylococci in a particular 
community are exposed to a particular antibiotic, 
the more likely they are to become resistant to it. 
They reversed their earlier policy of treating with 
penicillin all staphylococcal infections in the newborn, 
and have had no cause to regret their decision: 
no serious infection, such as pneumonia or osteitis, 
developed in any of the 633 babies with a superficial 
infection who were treated on conservative lines which 
precluded the use of antibiotics in the absence of some 
good clinicabindication, such as evidence of a systemic 
infection. They have kept erythromycin in reserve 
for the patient whose life may depend on it. Dr. 
Forrak and his colleagues, whose letter appears on 
p. 1071, use antibio‘ics somewhat more liberally but 
no less rationally. How many others who prescribe 
antibiotics would care to defend their practice ? 


Disseminated Sclerosis 


Since the late war there has been gratifying progress 
in our knowledge of disseminated sclerosis. This is 
due largely to the efforts of laboratory workers ; 
but, as Dr. McA.prne shows in his Florence Tong 
lecture published in this issue, clinicians and _ field- 
workers have contributed much and may contribute 
much more. In this disease with its protean symptoms, 
lengthy and varied course, and lesions that may be 
closely mimicked by other disorders, confusion in 
diagnosis is inevitable. For this reason many early 
surveys of incidence have to be discounted, and there 
is now a need, as McALPINE shows, for more accurate 
statistics in this and other countries. 

The high prevalence-rates in Northern Ireland ? and 
northern Scotland, particularly the Shetland Islands, 
give much food for thought. KuRLANpD et al.® 
believe that prevalence is determined by geography 
rather than by race, the disease apparently being 
relatively rare in tropical countries : it is, for instance, 
six times less common in New Orleans than in 
Winnipeg. The Winnipeg rate is essentially the same 
as that for Boston, and is not much in excess of 
that for Denver ; but both Boston and Denver have 
mean January temperatures considerably higher than 
that of Winnipeg. As KuRLAND and his colleagues 
remark, the prevalence-rate seems to increase rapidly 
as the winter temperatures drop, but after the “ cold ” 
weather areas are reached still lower temperatures 
cause no appreciable increase. Once the disease is 
established temperature seems to have little effect on 
its course, for the life expectancy of patients is about 
the same in Winnipeg as in New Orleans. Swank 
et al.® chose for their investigation rural Norway, 





6. C yurt. 8. D. M.. Gr en, C A., Hutchison, J. G. P., Neligan, G. A. 
Lancet, May 7, 1955. p. 969. 

7. Allison, R S.. Millar. J WE. D. Ulster med. J. 1954, 23, suppl. 2. 
See Lancet, 1954, i, 1334. 

8. Kurland, L. T. Mui vr, D. W., Westlund, K. B. New Engl. J. 

9 Med. 1955, 252, 


. Swank, R. 
246, 721. 
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- bee ause of its many isoldted communities who for 
their food depend largely on their own resources. 
They found a much higher incidence in the upland 
farming and dairying areas than along the coastal 
belt where fishing is the principal industry. In these 
relatively prosperous farming districts they noted that 
the diet was richer in fat, particularly milk and animal 
fat ; but they remarked that this greater consumption 
of fat might coincide with other factors having the 
same distribution. In their studies they made use of 
true incidence figures as reported to them by neuro- 
logists and hospitals; for prevalence figures, being 
influenced by the duration of the disease, may not 
always indicate true differences in incidence. Support 
for the view that an excessive intake of fat may 
be a factor in wtiology has not been forthcoming. 
A priori, the quest for a dietary deficiency or for a 
cytotoxic contaminant might be expected to prove 
more profitable than investigating the effects of a 
surfeit of any foodstuff. pe Morsrer and CuEsni?° 
have described seven siblings, three of whom were 
employed as painters: one died of tuberculosis, and in 
the other two disseminated sclerosis developed at the 
age of forty-two. SxHrevp," noting a high incidence 
of disseminated sclerosis in those parts of the world 
where the land is intensively cultivated, has questioned 
whether inorganic fertilisers remedy acquired’ defi- 
ciencies in the soil. The possible far-reaching effects 
of the “ sophistication” of foods, and especially of 
dietetic insufficiency in early life, have been discussed 
by Puarr,!* who calls for an investigation into the 
composition of the cerebrosides of myelin in the 
infant’s nervous system, with special reference to 
changes in their composition as a result of substituting 
cow’s milk (which is relatively deficient in lactose, and 
therefore in galactose) for human milk. If, he asks, 
glycocerebrosides are substituted for the normal 
galactocerebrosides, do they persist into adult life ; 
and if so are they more readily hydrolysed than the 
galactocerebrosides ? There is, as yet, no evidence 
that galactose is synthesised elsewhere than in the 
breast. On the other hand, it is believed that through- 
out life there is a constant turnover of myelin and that 
the oligodendrocytes are probably concerned in this 
maintenance work. An environmental factor such as 
this might not easily be reconciled with the rarity of 
the disease in each of monozygotic twins: but it 
would offer an alternative to the genetic explanation 
for familial cases. Pratt, Compston, and McALPInE * 
report a family history in 6-5°%, of cases, and believe 
that this constitutes some support for the view that 
a genetic factor is at work. According to KURLAND 
and his associates, however, the magnitude of the 
discordance in monozygotic twins rules out a simple 
genetic factor. 

McA.piIng, Compston, and LumspEn,'® in drawing 
attention to the hypothesis of oligodendroglial lysis, 
suggest that the objective should be not so much to 
determine the cause of the demyelination as to 
ascertain why there has been interference with the 
normal octee of myelin resynthesis ; but if in this 

. Chesni, Y. Schweiz. — W'schr. 1952, 82, 443. 
“Sth. med. J. 1947, 40, 

Brit. med. J. Jan. 22, 1955, p. 179. 


Wien. Z. Nervenhe lc. 1952, 4. 173. 
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disease there i is an 1 inherent failure on the part of the - 
oligodendrocytes to resynthesise myelin, this still does 
not explain the focal distribution of the lesions, and 
the slowly expanding areas of demyelination, multiple 
and often confluent, which apparently spread from 
venules. The special vulnerability of the optic 
pathways in disseminated sclerosis’?® and in the 
closely related condition of neuromyelitis optica has 
also to be explained. It is evident, therefore, that 
attention must continue to be directed to a search for 
myelinolytic and probably oligodendrolytic agents, as 
well as to the blood-vessels whose réle remains obscure. 
Histological studies of the venules have been relatively 
unrewarding; and more precise methods for investi- 
gating the vascular dysfunction in the nervous 
system are needed. Fog et al.!?7 adduce evidence to 
show that the blood-platelets are decreased during the 
active phases of disseminated sclerosis, rising again, as 
in infections, during recovery. They attribute the 
fall to an increased consumption of platelets during 
the active phase and suggest that this is part of a 
general reaction to the disease process. NATHANSON 
and Savitsky '8 found that platelet adhesiveness is 
increased during periods of activity. Other evidence 
pointing to a general reaction has been reported by 
BeRNSOHN and CocHRANE !® and VOLK et al.2° VoLk 
et al. have found an increase in the «, and § globulin 
(believed to be the main lipid-containing fractions of 
the plasma) in over three-quarters of the cases they 
studied ; but since these findings were especially 
common in cases of long standing they deduce that 
the protein changes in the cerebrospinal fluid—com- 
monly consisting in increase of the y globulin—ante- 
date the changes in the serum. The early increase in 
y-globulin in the cerebrospinal fluid is believed to 
imply the establishment of an acquired immunity 
mechanism. In this connection the premonitory 
symptoms, especially when these include a disturbance 
of general health, deserve further careful study, as do 
also the transitory and sometimes almost momentary 
symptoms of some patients: whether these are due 
to vasospasm, as FRANKLIN and BRICKNER *' postu- 
late, or increased vulnerability of the axis-cylinders to 
chemical influences, as MCALPINE suggests, or even 
by both, is undecided. Study of the evolution of the 
symptoms may help not only to locate the lesions but 
also to assess their rate of progress. MCALPINE * has 
shown that the mode of spread of parzsthesiz is often 
in keeping with our ideas of focal diffusion. 

Thanks to improved and earlier diagnosis, careful 
attention to the general health, and prophylactic 
treatment of complications, the prognosis of this 
disease has improved, and the average duration of 
life after diagnosis now exceeds twenty years. RIESE 
and his asseciates #3 have reported necropsy findings 
on a seventy-five year old man with classical symptoms 
of this disease first diagnosed as such fifty years earlier 
by Sir WiLL1aM OSLER. 
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Bee Nutrition 


OnE of the most useful of the expert committees 
serving the World Health Organisation is the one 
jointly established with the Food and Agriculture 
Organisation to keep nutritional problems under 
review. At its recent meeting the Executive Board of 
W.H.O. paid tribute to the excellence of the report 
of the committee’s session last October,! when Prof. 
B. 8. Piatt presided and Dr. Norman WRriIGaT 
represented the Ministry of Food. This report, it was 
felt, happily illustrated codperation both between 
F.A.O. and W.H.O. and among national authorities. 

It is satisfactory to find protein requirements 
getting further close attention; for, though protein 
malnutrition is now recognised as a serious cause of 
ill health among women and children in most tropical 
and subtropical countries, the amount of protein 
necessary for good health in various circumstances is 
still a matter on which opinions differ and evidence 
is insufficient. Further investigation is needed, too, on 
the development of protein-rich foods for the supple- 
mentary feeding of breast-fed infants and for weaned 
infants in parts of the world where at present human 
milk is the only suitable form of protein the child 
can get. Besides additions to diets, there is also the 
question of additions to foods; and the report 
considers, for example, proposals to add vitamin A 
to dried skim-milk and to add potassium iodate 
(which is less liable to loss than the iodide) to the salt 
consumed by the inhabitants of goitrous areas.” 
Equally important in their own way may be those 
additions to food which are made for the benefit not 
of the consumer but of the seller, and a section entitled 
“ Additives to Foods”’ is primarily concerned with 
such intentionally added non-nutritive substances. 
The point made is not that any of the substances 
discussed are known to be harmful to human beings, 
but that a large proportion of them are not known 
to be safe. Evidently opinions differ widely about 
many of the additives in common use ; for the report 
says that, while twenty-two countries permit the 
addition of certain specific colours in foods, only 1 
out of 82 such colours is permitted in all twenty-two 
countries. Furthermore it would be -wrong to suppose 
that the only countries affected by these practices 
are those where technology is highly developed and 
where the consumer demands highly attractive foods, 
uniform quality, and a wide choice at all seasons : 
addition of preservatives, for example, may be an 
important matter for countries which are economically 
and technically less developed but are situated in 
tropical or subtropical regions where food preservation 
entails special difficulties. When foods enter as 
commodities into international trade it is particularly 
desirable, in the committee’s view, that there should 
be international pooling of knowledge. 

Probably most of the accessory food factors essential 
in human nutrition have now been identified ; but, 
though beri-beri and scurvy have been degraded 
from major menaces to preventable nuisances, it has 
become plain that there are many foods with properties 
besides the absence of vitamins which are capable of 








1. Joint F.A.0./W.H.0. Expert Committee on Nutrition: Fourth 
Keport W.H.0O./Nut/53, Nov. 15, 1954; Tech. Rep. Wid Hlth 
Org. (in the press). 

2. See Scrimshaw, N. 8., Cabezas, A., Castillo, F., Mendez, J. 
Lancet. 1953. ii, 166: 
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contributing to ill health. Opinion on the causes of 
pellagra, which formerly favoured a toxin in maize, 
shifted to nicotinic acid deficiency, but has now 
reverted to the idea that even if maize contains no 
specific toxin it has at least some positive dietary 
disadvantage when ingested in very large amounts. 
The expert committee did not perhaps pay quite 
enough attention to the relation—in areas where a 
great deal of maize is eaten—between different 
maize-processing methods and the prevalence of 
pellagra. The absence of pellagra from Mexico, where 
maize is prepared as tortillas, was mentioned ; but 
nothing was-said about the fact that it is also absent 
from areas of Africa which subsist mainly on maize 
prepared according to traditional methods, and that 
in many areas it has appeared since the introduction 
of dry-milling machinery. Experiments at Cambridge 
and Reading which have lately been recorded in 
our columns* lend strong support to the opinion 
that a great deal depends on the method of preparation. 

In the past it has sometimes been assumed that 
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nutritional problems will be solved by education, and 
that feeding will automatically become adequate if 
instructions are followed implicitly. It remains true, 
of course, that education is one of the most important 
instruments of nutritional work ; but it is also one of 
the hardest to use properly. Difficulties arise not 
so much over the methods of teaching as over the 
content of what is taught. The practical steps that 
people can take to improve the level of their nutrition 
differ enormously from one region to another ; and if 
the public fail to obey when exhorted to adopt 
changes which have proved beneficial elsewhere, but 
are quite impracticable in their own area, it is not 
they but their instructors who are at fault. The 
W.H.O./F.A.O. report emphasises the need for doctors 
and nurses to be told more about nutrition in their 
training ; and certainly many of them work in circum- 
stances where a good general knowledge of the subject 
is almost a first essential. But it is vital to ensure 
that the instruction they will give relates to the 
actual dietary habits of the country in which it is to be 
applied, and not simply to those of the countries which 
produce most of the textbooks. 





3. Braude, R., Kon, 8. K., Mitchell, K. G., Kodicek, E. Ibid, 
April 30, 1955, p. 898. 
Annotations 





MARFAN’S SYNDROME 


Tue ‘condition originally described by Marfan! as 
dolichostenomelia was apparently a congenital abnor- 
mality of the skeleton characterised by the length and 
slender proportions of the long bones. The alternative 
title of arachnodactyly was introduced by Achard ? to 
emphasise the ‘‘ spider-like ”’ appearance of the hands. 
The syndrome is now taken to include various ocular 
abnormalities, of which subluxation of the lens is the 
commonest, and cardiovascular lesions, of which aortic 
dilatation and dissecting aneurysm are probably the 
most usual and are certainly the most serious. 

Achard first drew attention to a hereditary and familial 
tendency, but according to Rados* the family history 
was positive in less than 40% of cases. McKusick * has 
now re-emphasised the importance of heredity in the 
genesis of the syndrome. An inquiry into the kinships of 
50 unequivocal cases revealed a total of 105 affected 
persons, excluding many doubtful cases. Of the relatives 
of ail the available patients with subluxation of the lens, 
70% had recognisable stigmata of the syndrome. The 
genetic data indicate that the disease arises as a result of 
a single mutant gene which is subsequently transmitted 
as a dominant. McKusick concludes that about 15% 
of all cases arise from such a mutation and 85% by 
transmission. 

The large number of tissues and structures that may 
be affected in Marfan’s syndrome suggests that if a single 
defect is responsible this must be fundamentally impor- 
tant. Its nature is by no means clear; from the 
microscopic appearance of cystic medial necrosis, which 
is the usual finding where the aorta is dilated or has under- 
gone aneurysmal dissection, McKusick concludes that the 
elastica is probably the tissue primarily affected. But 
it is difficult to see how such involvement can be respon- 
sible for the various ocular and skeletal abnormalities 
‘‘unless one assumes that the presence of this defect 
during embryogenesis produces an abnormal setting in 
which these particular anomalies occur with increased 
incidence.” In any event the fundamental defect is 
functional rather than structural, at least in so far as it 





1. Marfan, A. B. Bull. Soc. méd. Hop. Paris, 1896, 13, 220. 
2. Achard, C. Jbid, 1902, 19, 834 

3. Rados, A. Arch. Ophthal., Chica 1942, 27, 477. 
4. 


McKusick, V. A. ‘irculation, 1 55, il, 321. 


affects the aorta. What is inherited is apparently an 
inability of the elastic tissues to withstand the normal 
wear and tear of life. Consequently the patient may in 
childhood show no evidence of cardiovascular abnor- 
mality, but in adult life have severe aortic dilatation, 
valvular incompetence, and myocardial hypertrophy.® 

The presence of an underlying biochemical defect is 
strongly suggested by the production in rats fed on the 
seeds of Lathyrus odoratus of a syndrome that includes 
skeletal defects and degeneration of the media of the 
aorta leading to dissecting aneurysm.® An active principle 
recently extracted from the seeds of~L. odoratus is 
8-amino propionitrile. Lathyrism in rats cannot justifi- 
ably be regarded as a phenocopy of Marfan’s syndrome. 
But the striking similarity of many of the features of these 
two conditions does support the view that the complex 
anomalies that make up the syndrome in man are based 
on a single transmissible biochemical defect. 


DOCTOR, NURSE, AND HOSPITAL 


SomE twenty-five years ago Dr. G. O. Barber, who 
had then been two years qualified, saw a district nurse 
for the first time—as a pair of black stockings emerging 
from a low gipsy tent. He had heard of her for the first 
time about ten minutes before, when she had telephoned 
to him to come and help with a difficult confinement. 
She crawled out of the tent, and he crawled in, and in 
due course the baby was born. In recounting this 
incident at a conference on the link between hospital, 
general practitioner, and the district-nursing service, 
arranged by the Queen’s Institute of District Nursing and 
held in London on May 12, he said how astonishing it 
was—and still is—that a medical student can complete 
his training and go into general practice without hearing 
a single mention of one of the most important members 
of his team. His own efforts to remedy this defect are 
well known’: he was the first to suggest and help to 
put into action the plan, now flourishing in several 
medical schools, of sending medical students to spend a 
week, during their last year of training, in the household 
of a general practitioner. There they’learn something 
of the work he does, and the people who help him to do 
it. Otherwise, as Dr. Barber pointed out, they get no 
chance, in the course of their training, of learning 





5. Goyette, E. M., Palmer, P. W. Ibid, 1953, 7, 373. 
6. Ponseti, I. V., Shepard, R. 8S. J. Bone Jt Surg. 1954, 36A, 1031. 


7. Lancet, 1952, i, 495. 
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about the long lives of patients before and after they 
come into the wards: ‘‘ They learn only the little chunk 
of illness that the patient has in hospital.’’ In his own 
partnership the link of the doctors with all six of the 
nurses in their district is strong: he and his partners 
meet all of them at least onve a week—either over a case, 
or over the telephone, or when a nurse calls into the 
surgery, or a doctor calls in on a nurse to discuss a case 
or exchange information. The nurses not only know 
more about the social background of the patients than 
anybody else: they also know all their doctors ; but he 
admitted that this is managed more easily in the country, 
where doctors are relatively few, than in the 
towns, where a nurse may need to get to know 60-70 
doctors. 

In comparison with the strong link of the general 
practitioner with the district nurses, his link with the 
hospitals is often weak, and sometimes non-existent. 
Miss R. Bonsey, deputy head almoner at St. Thomas’s 
Hospital, suggested that it might be strengthened through 
her own department. The district nurse should keep in 
touch with the almoner and seek her help in the aftercare 
of patients, especially if the illness has caused financial 
difficulties. It is natural, she said, when a patient’s 
physical state deteriorates, for his doctor to seek the 
help of the hospital: it should be equally natural, when 
his social state deteriorates, to seek the help of the 
almoner. Miss D. M. Williams, superintendent of the 
District Nurse’s Home at Plymouth, had some excellent 
recipes for keeping doctor, district nurse, and hospital 
aware of each other, the basic ingredient being intelligent 
explanation, and the prevailing flavour her own fresh and 
friendly wit. After eighteen years in one place she does 
know, at any rate as voices on the telephone, the general 
practitioners—all 75 of them—with whom her nurses 
have to work. Nowadays, she said, the district nurse does 
for the doctor many things he used to do himself—such 
as giving injections to diabetics. She can help him best 
if he knows how her work is arranged: and part of a 
nursing superintendent’s job is to explain this to him. 
The Plymouth doctors, she admitted with modest 
satisfaction, now know that if they want a nurse to 
visit someone in the morning they must telephone before 
8.30 a.m., and if they want her to visit in the evening 
they must telephone before 4.30 P.m. ; while if they wish 
to talk about a patient they know they can catch the 
nurse who attended him between 2 and 4 p.m. The 
nurses, for their part, carry with them lists showing the 
surgery hours of all doctors, their telephone numbers, 
and their half-days off, so that they can easily consult a 
patient’s doctor when necessary. The result of this 
collaboration is that a nurse (or a doctor) usually comes 
into the patient’s room saying: ‘‘ Doctor (or nurse) has 
told me all about you ’’—a reassuring opening, letting the 
patient know that he is in the care of a team. Like 
Dr. Barber, she has found it more difficult to establish 
links with the hospital: but the same principles are 
applied there. She explains the nurse’s work to the 
hospital, and she interprets instructions from the 
hospital in such a way that a discharged patient gets 
continuity of care from the moment he reaches home. 
These are not always easy things to do, as some of her 
examples showed. 

Thus it is now customary for district nurses to prepare 
patients for barium-meal examinations. At one time such 
patients were expected to report at the radiological department 
at 10 a.m. after preparation. Miss Williams explained to 
the department that it is not possible for the nurse to complete 
the preparation by this time: she always has to begin her 
day by giving her diabetic patients their injections. The 
department now arranges for barium-meal patients to attend 
at 11.30 a.m. Another difficulty arises when a patient needing 
very large dressings is discharged in the evening, or on a 
Saturday night, when it is difficult for the doctor to prescribe 
what. dressings are needed in time for them to be collected 
before the chemists close—perhaps for the weekend. This, 


too, was explained to the hospital, and patients needing large 
dressings are now discharged with a quantity, in a ‘ Cello- 
phane ’ packing, sufficient to tide them over until more can 
be prescribed. . 

Patients leaving hospital nowadays need far more 
nursing than they used to do, and hence are much more 
likely to become alarmed if there is any break in care. 
If they are on some drug such as digitalis, an interruption 
in treatment may be harmful. Diabetics are taught in 
the ward to give themselves insulin, but when they get 
home everything looks different, they lose their nerve, 
and there may be hours of delay before they get in touch 
with the district nurse. She suggested that before any 
patient is discharged his doctor should be telephoned, so 
that necessary drugs or dressings can be procured, the 
district nurse can be asked to call, and his care can 
continue without a break from the moment he leaves 
hospital. 

The conference demonstrated again the truism that 
the National Health Service runs not on rules but on 
people—people willing to take trouble, get in touch, 
explain, and understand. Such willingness is displayed, 
by and large, throughout the country by most district 
nurses and many general practitioners, but not as yet 
very freely by hospitals. Any member of the team, by 
keeping aloof, can hamper the work of the others ; 
and unfortunately the brunt falls on the person least fit 
to take it. 


PULMONARY TUBERCULOUS LESIONS 


INTEREST in the pathology of pulmonary tuberculosis 
has been strongly reawakened by the introduction of 
chemotherapeutic agents which modify the course of 
the disease and have extended the use of surgery. One 
of the most industrious workers in this field, Dr. E. M. 
Medlar, of New York, has collected his principal findings 
over the past twenty-five years.} 

Before concentrating on experimental tuberculosis and 
thereafter on the pathology of pulmonary lesions, Medlar 
had already shown himself capable of painstaking work on a 
very large scale. By examining 100,000 serial sections of 
kidneys from 30 cases of pulmonary tuberculosis with 
caseation *? he showed that tuberculosis of the kidneys could 
heal (in 5 of the cases there were healed scars only), and 
that renal tuberculosis could exist without organisms appear- 
ing in the urine ; and he concluded that ‘‘ excretory bacilluria” 
was invariably associated with ulcerative tuberculous 
lesions in the kidney. In this work he laid the foundation 
of our knowledge that fundamentally renal tuberculosis is 
bilateral, though it is not always cliaically so. 


Medlar now summarises earlier work which has 
contributed to the acceptance of new ideas about 
pulmonary tuberculdsis. In careful post-mortem examina- 
tions of 1332 cases of sudden and unexpected death, 
he found evidence of tuberculosis in 1000, though in 
785 the lesions were too small to be clinically or radio- 
graphically recognisable. He found that six-sevenths 
of the primary complexes were completely calcified, 
Medlar remarks that multiple minute initial lesions in 
the lower portions of pulmonary lobes seldom give rise 
to progressive disease, but such lesions must be examined 
to get a complete picture of the disease. Only one- 
eighth of these minute healed initial lesions were in the 
so-called ‘“‘ vulnerable portions ”’ (the apical and posterior 
parts of the posterior segments of the upper lobes and 
the superior segments of the lower and right middle 
lobes), whereas in 96 cases with minimal (but probably 
clinically recognisable) progressive disease the great 
majority of the lesions were in the vulnerable portions. 
Medlar and Sasano,* who were the first to tackle this 
problem experimentally, showed, by maintaining infected 
rabbits in an upright position for eight to ten hours each 
1. Medlar, E. M. Amer. Rev. Tuberc. 1955. 71, no. 3, part 2. 

2. Amer. J. Path. 1926, 2, 401. 
3. Medlar, E. M., Sasano, K. T. Amer. Rev. Tuberc. 1936, 34, 456. 
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day, that posture was a factor in making some parts 
of the lung more vulnerable to tuberculosis than others, 
though the point was not pursued further.‘ In the 
cases with completely calcified pulmonary primary 
complexes, Medlar found 10% with evidence of reinfection. 
He also found that in 17 of 100 cases of known pulmonary 
tuberculosis in adults the healing of a primary infection 
must have been followed by true reinfection behaving 
like a second primary infection.’ Of the 100 patients 
34, aged 16-64, had died as a direct result of primary 
tuberculosis *; and from these and the 1000 sudden 
deaths he concludes that progressive primary pulmonary 
tuberculosis accounts for the majority of clinical cases 
in patients less than 40 years of age, while progressive 
disease from reinfection accounts for the majority of 
cases in patients over 40 years of age. Medlar adds his 
authority to the belief that smooth apical scars are 
unrelated to tuberculosis.’ 

Medlar interprets the lesions of human pulmonary 
tuberculosis strictly in terms of his findings in rabbits. 
He discards his earlier findings in guineapigs,® since the 
lesions there were of the abscess type which did not 
proceed to complete necrosis. Now, in the light of a time- 
sequence evolved from experimental lesions in rabbits 
some of which were vaccinated with B.c.G., the lesions 
in man take the following pattern. The initial lesion is 
a minute area of lobular pneumonia in which neutrophils 
are the predominant cellular element, but monocytes 
are also present. When the parasites are easily destroyed 
this lesion heals by resolution. If the parasites are less 
easily destroyed an epithelioid mass forms, and, though 
it may long persist, it never enlarges and it eventually 
heals by scar formation. Where the parasites reproduce 
in the initial lesion, necrosis occurs with lysis of many 
of the bacilli: if all are killed, the lesion heals by 
calcification and fibrosis; if not all are killed, viable 
bacilli are carried along with the slough to new areas of 
lung parenchyma and the whole process is repeated, 
thus producing the complex lesions eventually found 
by the pathologist. Liquefaction of the necrotic material 
depends on subsequent infiltration by neutrophils and 
must occur before sloughing. In this description byper- 
sensitivity to tuberculin is of little account (Rich ® 
goes to the other extreme by implicating hypersensitivity 
as a most important factor in the degree of reaction). 
Thus Medlar minimises the importance of tuberculous 
granulation tissue and the monocyte-epithelioid cells, 
while he emphasises the presence of polymorphs and the 
Dissemination by the blood- 
stream is rare (apart from miliary tuberculosis), and 
by the lymphatics it is relatively innocuous; _ local 
expansion does not occur. Dissemination is nearly always 
by way of the bronchi. Medlar’s illustrations are all at 
low magnification (x 1-5 to x 15) and details cannot be 
seen; different elements have to be distinguished by 
legend descriptions with references to rather indistinct 
colours. This part of the monograph is unnatural and 
forced, and, with the repeated insistence on the time- 
sequence, monotonous. Those who do not wish to exert 
their own critical faculties should refer to the excellent 
description of the histological features by Florey,?° 
who has himself done much work on this aspect and has 
inspired much from others. Medlar’s interpretation 
of cavity formation in man is also fitted to the develop- 
ment of cavities in vaccinated rabbits or in unvaccinated 
rabbits inoculated with few bacilli of low virulence : 
the histological description is biased in the same way 


occurrence of necrosis. 





. See Lancet, 1954, ti, 1059; bid, Jan. 8, 1955, p. 89. 

. See also Terplan, K. Amer. Rev. Tuberc. 1940, 42, supplement. 

. See also Ustev, H. J. Brit. J. Tuberc. 1946, 40, 85. 

. Se Davson, J., Susman, W. J. Path. Bact. 1937, 45, 597; 
Davson, J. Ibid, 1939, 49, 483. 
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9. Rich, A. R. The Pathogenesis of Tuberculosis, Springfield, 
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as that of the minimal lesions. (Other recent discussions 
of this topic include those by Pagel™ and Clegg.!*) 
Despite this criticism of Medlar’s interpretation of the 
structural changes, there is general agreement !* with 
his conclusion about the effects of streptomycin plus 
p-aminosalicylic acid: there is no morphological evidence 
that chemotherapy significantly affects a necrotic lesion 
once it bas formed, though the non-necrotic component 
(? perifoca] reaction) vanishes more rapidly than in the 
days before chemotherapy. 


RAYNAUD’S PHENOMENON 


AttHouGH Raynaud’s phenomenon is a common 
complaint, in only a small proportion of people is the 
disability severe enough to bring them to the doctor. 
The majority of those so examined are in the idiopathic 
group. The attacks begin in adolescence and are pre- 
cipitated by exposure of the hands or body to cold. 
Although the recurrent colour changes, cold-ache, or 
tingling may be a nuisance, nutritional changes do not 
develop. Sometimes the Raynaud’s phenomena may 
come on in adult life and a detailed search must then be 
made for the cause. The digital arteries, whose abnormal 
response to cooling is incriminated in this condition, may 
be attacked by many different lesions. The change 
in their behaviour is sometimes associated with an 
organic narrowing or occlusion of the vessels, while in 
some the colour phenomena can be more satisfactorily 
attributed to an exaggerated response by the arterial 
muscle rather than to any narrowing of the lumen. 
More rarely, the occlusion of a large proximal artery, 
such as the subclavian, may be the cause. The division 
between the occlusive and non-occlusive groups can 
be made quite simply by means of a reactive-hyperemia 
test or, with great precision, by angiography. 

The etiology of Raynaud’s phenomena appearing 
in adult life is less easy to determine. The persistent 
use of vibratory tools is one possibility which is usually 
suggested by the patient’s occupation. Agate and 
Druett '* have shown that a frequency of about 40 to 
125 cycles per second is required to cause white fingers. 
In young men below 35, thrombo-angiitis obliterans is 
the commonest underlying lesion. Identical arterial 
changes are often present in the legs, and a history of 
attacks of phlebitis is common. In some, the disease 
strikes with dreadful speed, and all four limbs may be 
lost in a short time; in others, the attacks of angiitis 
are widely spaced and the lesions small and isolated. 
In older men atherosclerosis, which often picks out 
isolated digits, thereby giving asymmetrical Raynaud’s 
phenomenon, is usually responsible. Lynn et al2> have 
lately suggested that ‘‘thrombotic digita!-artery disease’’ 
would be a better term when there are local nutritional 
changes and arteriographic evidence of obliteration of the 
digital arteries. 

In women thrombo-angiitis obliterans is virtually 
unknown, although atherosclerotic digital lesions 
occasionally lead to Raynaud’s phenomena. Frequently, 
however, the white fingers make their appearance between 
the ages of 20 and 50. In such patients a careful physical 
examination may reveal other skin or vessel lesions, such 
as scleroderma, acrosclerosis, or disseminated lupus 
erythematosus, and in these the white fingers are only 
a minor part of the general systemic affection. These 
diseases aceount for only a few cases, and many of the 
others will be found to have joint lesions, flexor-tendon 
nodules, or a persistently raised erythtocyte-sedimenta- 








11. Pagel, W. In Pagel, W., Simmonds, F. A. H., Macdonald, N. 
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12. Clegg, J. W. ZJn Sellars, T. H., Livingstone, J. L. Modern 
Practice in Tuberculosis. London, 1952; p. 78. 

13. See Lancet, March 19. 1955, p. 599. 
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tion rate, suggesting a rheumatoid condition. The onset 
of Raynaud’s phenomenon may indeed precede clinical 
signs of rheumatoid arthritis by many years, and the 
true diagnosis is apparent only after a long follow-up. 
In the remainder of these women no cause can be found 
for the Raynaud’s phenomenon, which may or may not 
be associated with structural changes in the calibre of the 
vessels. The severity of the symptoms varies and some- 
times nutritional lesions or calcinosis cireumscripta may 
cause a good deal of distress. Barnett,’® in a review of 
white fingers due to occlusive digital lesions, has pointed 
out the difficulties of differential diagnosis and emphasised 
that although a sympathectomy may relieve symptoms 
it does nothing to alter the march of the underlying 
process. 


DRUGS IN THE TREATMENT OF DEPRESSION 


For the treatment of depression the value of the 
amphetamine group of drugs is now established, though 
most psychiatrists would regard them as ancillary to 


other modes of treatment. Amphetamine itself has been - 


largely superseded by dexamphetamine sulphate, which 
has ‘less side-effects and produces less tension, or by 
methylamphetamine hydrochloride. These drugs are 
useful especially during the convalescent phase of a 
depressive illness in which a patient who has been treated 
by electroplexy has reached a plateau in his improvement. 
They are also valuable in mild depressive attacks, 
particularly perhaps in those of pyknie or athletic habitus, 
and especially when these reactions are the result of 
environmental trauma. Rudolf*? has lately described 
the treatment of depression—mostly, it seems, of the 
milder type—with methylamphetamine in very large 
doses, which he has found as effective as electroplexy. 
This has certainly not been the usual experience, but 
possibly few have employed the dosage given by 
Rudolf. 

In using amphetamines it has often been found that 
improvement as regards depression was outweighed by an 
increase in the associated anxiety ; and accordingly it 
is customary to buffer these drugs with short-acting 
barbiturates such as sodium amylobarbitone. A number 
of proprietary products embody this combination in 
a single tablet or capsule. Sodium amylobarbitone 
by itself is also widely used. It often produces some 
euphoria ; but, even without this, the abatement of 
tension is encouraging to the sufferer from a depressive 
illness. Moreover it acts and is excreted quickly, which 
makes it less dangerous to the patient who may take 
an overdose. On the other hand, neither a barbiturate 
nor an amphetamine drug should be prescribed for any 
considerable period without carefully weighing the risk 
of inducing an addiction which can easily prove more 
intractable and more dangerous than the original dis- 
order.!§ 

The claims made for chlorpromazine have not all 
been confirmed by English workers, but there is general 
agreement about the value of this drug in treating 
tension. Increasing experience suggests that its chief 
value lies in its use in association with other sedatives. 
When given with sodium amylobarbitone it will often 
give rise to tranquillity without clouding of consciousness. 
Such a combination is particularly valuable in the treat- 
ment of outpatients or when dealing with severe 
depressions under general hospital conditions, for if the 
patient can be relieved of unbearable tension the risk 
of suicide is small. Against this, as we lately pointed out,?® 
is the fact that the drug is by no means always harmless. 
and in some series has caused jaundice in something 
like 4% of « cases. As its ill effects are usually heralded 


16. Barnett, A. J. Med. J. Aust. 1955, i, 455. 

17. Rudolf, G. de M. Practitioner, 1955, 174, 180. 

18. Hunter, R. A., Greenberg, H. P. Lancet, 1954, ii, 58. 
19. Ibid, April 16, 1955, p. 806. y 


by pyrexia, the risks are diminished if patients are 
instructed to stop taking the drug if the temperature 
rises. Pyrexia is seen probably in less than 10% of 
patients 2°"! but this figure is large enough to compel 
caution in the use of the drug for outpatients, and 
especially where there is any suggestion of liver dysfunc- 
tion, as in those older alcoholics in whom depressive 
illnesses develop. Postural hypotension can be avoided 
by building up the dose slowly, and cautioning the patient 
against exceptional physical stresses while chlorpromazine 
is being taken. 


CEREBRAL THROMBOSIS IN THE YOUNG 


WHEN a young adult has an unexpected stroke it is 
proper to search diligently for such causes as tumour, 
congenital vascular abnormalities, blood disease, embolic 
disorders, syphilis, and polyarteritis nodosa. Where no 
such disorder is found, the cause is usually premature 
vascular degeneration. The possibility of cerebral 
arteriosclerosis may be overlooked in patients who are 
not yet middle-aged. Yet Irish,®* in a review of 1000 
necropsies on cases of cerebrovascular disease, reported 
17 instances of cerebral thrombosis in patients aged less 
than 40; and of 30 patients with internal carotid throm- 
bosis described by Gurdjian and Webster,* 7 were under 
40. Berlin et al.** have now described 13 cases of cerebral 
vascular accidents in young patients; none was hyper- 
tensive, obese, or diabetic, and in none did careful 
investigation reveal any reason for the accident except 
presumed arteriosclerosis. The 1 death was of a patient 
aged 28; necropsy showed atheromatous narrowing and 
thrombosis of the basilar artery. In a fairly short period 
of follow-up there have been 2 non-fatal recurrences. 

White *5 estimates that of all cases of myocardial 
infarction about 4% arise in patients under 40 years of 
age, owing to atheromatous coronary thrombosis. 
Atheromatous cerebral thrombosis in youth seems to be 
little less common. 


EPSOM COLLEGE 


Last year the many friends of Epsom College heard 
with concern of the school’s difficulties and the uncer- 
tainty of its future. Anrong the first to respond to the 
appeal sent out six months ago ** was the Queen, and on 
May 13 she again showed her interest in the college’s 
welfare by going to Epsom to see the boys at work. 
The headmaster, Mr. H. W. F. Franklin, showed the 
Queen and the Duke of Edinburgh a good deal of the 
buildings and grounds and those who use them; and 
there was tea with the prefects afterwards. 

The first hundred Epsomians assembled on Oct. 10, 
1855, under the eye of the Rev. Robinson Thornton, the 
first headmaster ; and last week’s Royal visit was a part 
of the centenary celebrations. The story of these hundred 
years and the names of these who figured in it have 
been pleasantly set out in Epsom College Register 
1855-1954,27, another important contribution to the 
marking of the anniversary. But if things are to go on 
in the same effective way the school and the Royal 
Medical Foundation of Epsom College must have all 
the help they asked for in their appeal—and that was 
£150,000. The treasurer of the college is Dr. Henry 
Robinson and his address is Epsom College, Surrey. 
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Special Articles 


A MAN-CARRYING CENTRIFUGE 
Opportunities for Extensive Research 


At the R.A.F. Institute of Aviation Medicine at 
Farnborough in Hampshire a new man-carrying centri- 
fuge has been installed. This is a development of great 
significance to aviation medicine in this country, for the 
centrifuge has enormous research possibilities. The 
opening ceremony was performed on May 17 by Lord 
Thurso, formerly Sir Archibald Sinclair and Secretary 
of State for Air from 1940 to 1945. 

THE NEED FOR A CENTRIFUGE 

The fact that pilots in fast aircraft may ‘‘ black-out ”’ 
in tight turns has been known since the Schneider Trophy 
races of 1929, when aeroplanes flew at 350 m.p.h. over a 
closed circuit. It was immediately realised that this was 
a sign of retinal and cerebral anzmia produced by 
pooling of bleed in the abdomen and legs, for which the 
centrifugal force was responsible. With the mass 
production of fast fighter aircraft these physiological 
effects became an important hazard to pilots mancuvring 
at high speed, but little immediate research could be done 
because any investigation in a flying aircraft was difficult 


to perform, limited in scope, and indeed dangerous. To 
reproduce the effects under laboratory conditions a 
centrifuge was necessary, and during the late war 


centrifuges were built in Canada and the United States, 
but it was impracticable at that time to build one in this 
country. After the war plans were considered, and by 
1947 the main features were agreed upon. The apparatus 
was completed this year and the advances in design 
incorporated in it are a tribute to the skill and ingenuity 
of those who made it (M. B. Wild & Co. and General 
Electric Co.) and to the staff of the institute at Farn- 
borough. It is the most modern centrifuge in Europe 
and in some respects, such as the electronic recording, it 
is the finest in the world. It has cost in all about £350,000. 


CONDITIONS OF OPERATION 


Two subjects carried in observation cars, or gondolas, 
can be swung around a circle of 30 ft. radius (fig. 1). 

The arm carrying these gondolas is 62'/, ft. long and 9'/, ft. 
square in cross-section, and it is made of an open lattice-work 
of tubular steel and light alloy. It is pivoted on a central 





Fig. |—The centrifuge chamber. 
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vertical pillar. The mass to be rotated weighs 42 tons; and 
this is set in motion by a D.c. electric motor which develops 
2200 H.P. 

The maximum speed of rotation is 54-4 revolutions per 
minute, when the gondolas are travelling at 115 m.p.h. This 
speed can be reached in 9 seconds from rest. The radial 
acceleration is then 30 times the force of the earth’s gravi- 
tational field—i.e., 30 g. An acceleration of 5 g can be reached 
in 1-5 sec. This means that the gondolas, which weigh 
1150 lb. (rather more than '/, ton) at rest, can reach an 
effective weight of over 15 tons. These very high speeds will 
be used only for testing structures, and it is not proposed to 








Fig. 2—The _cockpi 


subject men to greater accelerations than 10 g (or possibly 
15 g in the prone or supine position). 

The gondola is fitted out as a cockpit (fig. 2) and it is 
suspended on a pair of gimbals fore and aft so that it tilts 
when it is being rotated. The operation of the machine is in 
the hands of a controller who has an observation-room looking 
into the centrifuge chamber. Rotation may be automatically 


controlled by pre-set cams, which 
determine the rate of acceleration to 
maximum speed and the time for 


which it is maintained. A joystick in 
the cockpit can also be used to alter 
the speed, but the man in the observa- 
tion-room does most of the regulating. 

An observer sits in a cabin on the 
rotating arm close to the axis and 
watches the subject continuously 
through the ‘ Perspex’ upper shell of 
the gondola; and the physiological 
mneasurements are recorded in a 
laboratory on the floor above the 
centrifuge chamber. 

All four members of the operating 
team—subject, observer, controller, 
and recorder—are linked by micro- 
phone and loudspeaker. The subject’s 
reports are constantly heard by all the 
others, but comments about him passed 
between, say, observer and recorder, 
can be kept from him lest they have 
an undesired psychological effect. 


PHYSIOLOGICAL INVESTIGATIONS 


The centrifugal force required to 
cause black-out varies not only from 
pilot to pilot, but also from day to 
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day in the same man. Few men can sustain a force of 
more than 5 g unaided and some will black-out at 3-3-5 g. 
When wearing an “ anti-gravity "’ suit, which compresses 
the abdomen and legs and so limits the pooling of blood 
in these regions, most pilots can sustain forces up to 6 g. 
Nevertheless, at one demonstration, an experienced 
subject unexpectedly started to black-out at 5 g even 
though wearing a suit. Apart from the effect on vision 
and consciousness, the increased weight of the body 
makes speech difficult and the movement of the limbs 
cumbersome. 

The measurement of the physiological variables 
needed to analyse these effects in a subject travelling at 
50 m.p.h. is difficult and their recording a major problem. 
All recording is done electrically and the signals carried 
in leads along the arm of the centrifuge into the central 
pillar. They are then led out in the floor above by an 
ingenious system of slip-rings in a column above the 
centrifuge chamber. To include the telecommunication 
circuits there are 60 silver sliprings each with 2 silver- 
carbon brushes leading to 30 mercury troughs, each with 
a spade-type collector. When it is remembered that 
E.E.G. and £.¢.G. signals with a maximum strength of 
1 millivolt are led some 50-60 ft. through this slip-ring 
system, the size of the technical difficulties in screening 
and protecting the signals from distortion will be 
appreciated. 


In the recording-room a 12-channel inkwriter (Ediswan) is 
at present in use but a 24-channel photographic recorder will 
soon be available. The use to which these channels are put 
is at the discretion of the experimenters. As an example, 
at one demonstration it was possible to record from 2 £.z.G. 
electrodes and 3 E.c.G. chest leads. Then an estimate of head 
blood-flow was made by recording the opacity of the lobe of 
the right ear photo-electrically and also the pulsation of the 
earlobe. Pulse-rate was recorded in two ways as a continuous 
variable and periodically as an integrated count. The 
remaining 3 channels recorded the acceleration of the subject, 
the angle of tilt of the car, and the pressure in the anti-gravity 
suit. 

The arterial blood-pressure is normally recorded by a 
capacitance manometer through an intra-arterial cannula. 
The manometer and all the amplifiers are supplied by Southern 
Instruments Ltd. 

In addition there is a cine-camera in the cockpit so that the 
subject’s reactions may be photographed at any time. This 
reinforces the clinical observations of the observer and also the 
subjective account of his sensations given by the pilot through 
his microphone. It is planned to include cine-radiographic 
recording of heart and lung changes later on. 


OTHER USES 


This standard use of the centrifuge for physiological 
research is by no means its only possibility. The gondolas 
may be suspended at 10, 15, 20, or 25 feet from the centre, 
as well as the end position of 30 feet. By this means the 
angular velocity component can be varied independently 
of the total centrifugal force by ‘altering the radius. 
(The radial force = w*r, where w is the angular velocity, 
and r the radius of the rotation.) As yet, little is known 
of the effect of angular movement per se. 

Moreover, the gondolas may be replaced by a box-like 
structure of the same dimensions as the cross-section 
of the rotating arm. This is lined with foam rubber so 
that men may be allowed to move freely in a greatly 
increased gravitational field. This is of particular value 
in training pilots to don parachutes or get through escape 
hatches under these conditions which are unfamiliar 
because of the great increase in body-weight. The 
rotating arm may also be used to subject structural 
devices to great centrifugal forces. 

Thus, although the main purpose of the new centrifuge 
is to extend the research programme of the Institute of 
Aviation Medicine, it will also be of value in training 
pilots and in testing their fitness to face this hazard of 
high-speed flying. 


HEALTH SERVICES OF NORTHERN 
IRELAND 


Last year the health services were severely criticised 
in debates in both houses of the Northern Ireland parlia- 
ment. Parliamentary control over the services was said 
to be ineffective, and too much power was in the hands 
of nominated bodies ; lack of coérdination, extravagance, 
and administrative inefficiency were other criticisms 
made. The minister of health in response to these 
strictures set up a committee under the chairmanship 
of Mr. H. G. Tanner, chairman of the South-Western 
Regional Hospital Board. 

In its report,? which was issued last week, the com- 
mittee points out that the ministry of health and local 
government, unlike its counterparts in England and 
Scotland, is not empowered to provide health services 
but only to secure their provision by others. Thus hospital 
and specialist services in Northern Ireland are provided 
not by the ministry but by the hospitals authority and 
the tuberculosis authority, which also provides ancillary 
services, notably bacteriological and blood-transfusion 
services. 


Hospital Services 


On the whole the committee found that the system 
had worked well. The hospitals authority had shown 
itself energetic and enterprising. Charges of irresponsi- 
bility and extravagance were unfounded. It had been 
able to spend more money on capital developments 
with more freedom than the English regional hospital 
boards, and from 1948 to 1953 it had increased the 
number of beds by 10%. But the committee considered 
that the authority’s relationship with the ministry was 
anomalous and should be changed; that its internal 
administration was cumbrous ; and that it had not always 
secured the full coéperation of hospital management 
committees. The committee would not wish to see the 
authority stripped of its executive functions and turned 
into an advisory body. But it recommends that the 
authority should become an agent of the ministry, 
for it considers it anomalous that final responsibility 
for expenditure should rest with the ministry and 
responsibility for the policy which largely determines 
expenditure with the authority. 


“In our opinion responsibility at the highest level for 
finance and policy must rest with the Ministry. We subscribe 
to the principle that a service which is financed entirely from 
voted moneys must be subject finally to Parliamentary, and 
therefore to Ministerial, control ; and we see no alternative to 
this which does not infringe constitutional practice and prece- 
dent and contain inherent possibilities of friction and confusion. 
If this recommendation is accepted it will establish an 
unbroken chain of responsibility from Parliament through the 
Minister and her Department to the Hospitals Authority 
and the Hospital Management Committees. The essential 
point is not that the Authority’s present powers should be 
curtailed, but that it should exercise those powers under and 
on behalf of the Ministry rather than in its own right.” 


The committee also recommends that the members 
of the authority should be reduced to 20, or at the most 
24; that not more than a quarter of the members, 
excluding the chairman and vice-chairman, should be 
doctors or dentists; that the term of office should be 
reduced from 5 to 3 years ; and that the basis of member- 
ship should be broadened and the committee system 
simplified. The grouping of hospitals, it proposes, 
should be reconsidered with a view to reducing the 
number of hospital management committees. A more 





1. The other members of the committee were: Sir George 
Henderson and Mr. J. V. S. Mills, tu.p.; Dr. G. O. Kelly and 
Mr. N. Dugdale were joint secretaries. 

2. Report of the Committee on the Health Services in Northern 
ipeioné. — 334. Belfast: H.M. Stationery Office. 1955. 





pre Oe a ee 


dinate iin 





~~ 











equitable distribution of general endowments would 
help to establish an integrated service. 

The committee suggests that distinction awards should 
not be made by the authority, but should be granted 
in Northern Ireland either by a single committee, with 
jurisdiction over the whole of the United Kingdom, to 
which Northern Ireland advisers should be attached, 
or by a committee appointed by the minister of health 
and local government. 


Tuberculosis Services 


The tuberculosis authority, the committee proposes, 
should also become an agent of the ministry, with the 
majority of its members appointed by the minister and 
not as at present by local authorities. A system of retire- 
ment by rotation should be introduced. When the 
authority was appointed tuberculosis was a serious 
problem in Northern Ireland; and the authority has 
an impressive record of achievement. Its success tends 
to diminish the need for its separate existence, but the 
committee believes that it still has useful work before it. 
A substantial proportion of the tuberculosis beds are 
provided by the hospitals authority, and the committee 
is concerned about the possible ill effects of a prolonged 
separation of tuberculosis from general medicine. Savings 
in operating and administrative costs should accrue from 
the amalgamation of the two bodies, and the committee 
believes that it would be in the best interests of the 
patients to treat tuberculosis not in hospitals set aside 
exclusively for that purpose, but in annexes of general 
hospitals. In its view the functions of the tuberculosis 
authority in providing hospital services might be trans- 
ferred to the hospitals authority within a period of, say, 
five years. The committee was undecided whether clinic 
and domiciliary services should be vested in the hospitals 
authority or in health and welfare authorities. 


General Practice 


The committee considers that the general health 
services board should become an agent of the ministry ; 
that the term of office of members should be reduced 
from 5 to 3 years; that a third of the members should 
retire each year; and that a larger proportion should 
be lay members. It recommends that the board should 
take over the administration of supplementary eye 
services from the hospitals authority. 

The board controls the admission of doctors to its 
medical list, and the committee agrees that the present 
control of entry into general practice should be continued 
for several years. ‘ Its abandonment in present cireum- 
stances would undoubtedly lead to a renewal of competi- 
tion from which none would gain in the long run.”’ 
But the committee regards control as by no means a 
desirable long-term solution, and recommends that there 
should be a survey “directed towards the ascertain- 
ment of the conditions and quality of general practice.” 


ELECTION CANDIDATES 


Tue lists of candidates include the names of the 
following medical men and women : 
LONDON BOROUGHS 


Bermondsey.-—Catherine Orr-Ewing, M.B. Lond. (C). 
Poplar.—G. F. Vaughan, M.B. Lond. (C). 


PROVINCES 
Barking.—* Somerville Hastings, F.R.c.s. (Lab). 
Batley and Morley.—* A. D. D. Broughton, m.s. Camb. 

(Lab). 

Buckingham.—D. G. Evans, m.p. Lond. (Lab). 
Carlisle.—D. McIntosh Johnson, M.B. Camb. (C). 
Gosport and Fareham.—* R. F. B. Bennett, B.m. Oxfd (C). 
Hendon.—Bernard Homa, M.R.c.s. (Lab). 
Loughborough.—J. D. Cronin, F.R.c.s. (Lab). 
Louth.—D. R. L. M. Poirier, m.x.c.s. (Lab). 
Luton.—* Charles Hill, p.c., m.p. Camb. (L and C). 
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Ripon.—* Colonel Malcolm Stoddart-Scott, -0.B.E., M.D. 
Leeds (C). 
Stoke-on-Trent, Central.—* Barnett Stross, M.B. Leeds (Lab). 
Walsall, North.—F. R. Roberts, M.B. Birm. (L and C). 
Warrington.—* Edith Summerskill, P.c., M.R.c.s. (Lab). 
Wells.—Max Bresler, M.R.c.s. (Lab). 


WALES 
Brecon and Radnor.—W. 8. Russell Thomas, m.B. Camb. (L). 


SCOTLAND 
Glasgow, Kelvingrove.—* Walter Elliot, P.c., M.c., M.B. Glasg. 


Perth and East Perthshire-—R. D. McIntyre, m.B. Edin. 
(Scot. Nat). 

Renfrewshire East.—J. D. Mabon, m.B. Glasg. (Lab and 
Coép). 





C, Conservative. Coép, Codperative. Lab, Labour. L, Liberal. 
Scot. Nat, Scottish National. 
* A candidate who was a member of the last Parliament. 





yonpors The Wider World 


CHINESE MEDICINE 


> 
D. W. JAMES 
M.B. Lond. 
LECTURER IN ANATOMY, UNIVERSITY COLLEGE, LONDON 





China, like India, has two systems of medical] practice. 
Side by side with Western scientific medicine exists an 
indigenous system with a history covering many hundreds 
of years. When the Communist government came to 
power it was faced with a shortage of technicians in all 
fields, and medicine was no exception. An immense 
programme of expansion of medical schools and hospitals 
was begun. Graduates from these schools were trained 
in Western medicine, but the development and investi- 
gation of traditional Chinese medicine was also encour- 
aged. The Communist attitude is determined by the 
simple thesis that the experience of hundreds of years is 
likely to contain things of value. Their hypothesis is 
not that Chinese medicine is anachronistic, but that its 
claims are worth investigation, so that anything useful 
it contains may be incorporated into the body of modern 
Chinese medical practice. 


HISTORICAL BACKGROUND 


The first known Chinese materia medica is believed to 
have been written some 5000 years ago by the Emperor 
Shen Nung (an English edition was published in 1911). 
The remedies it describes include opium, rhubarb, 
arsenic, and iron. Hwang Ti, over 2000 years ago, may 
have anticipated the discovery of the circulation of the 
blood ; for, though he offered no experimental verifi- 
cation, he wrote : ‘* All the blood in the body is under the 
control of the heart. The blood current flows con- 
tinuously in a circle, and never stops.”” In ancient times 
the Chinese practised inoculation against smallpox by 
insufflating dried scabs from a sufferer into the nose. 
Cretins were fed on sheep’s thyroid and in the first 
century A.D. Hua Tu is believed to have used cannabis 
indica as an anesthetic. 

Practitioners of Chinese medicine, like their European 
colleagues until recent times, served an apprenticeship 
of four to seven years. The apprentice learned his 
profession from day-to-day contact with his master in 
the routine of practice. Though the scheme of instruction 

yas thus ill defined, a system of government examination 

and registration has existed for over 2000 years, and 
practice without registration has been illegal. There were 
private medical schools teaching Chinese medicine in 
Peking and Shanghai, but after the 1911 revolution they 
gradually closed down, and between 1911 and 1949 
there were only eight qualifying examinations in 
traditional medicine, all held in Shanghai. 
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THE POSITION TODAY 


The Chinese government has encouraged a systematic 
investigation of the remedies and therapeutic methods of 
traditional medicine. Dr. Wu Chih-chung, dean of the 
Medical Institute at Senyang (Mukden), who studied at 
Guy’s Hospital and in the United States, described 
Chinese medicine as ‘‘ a previously neglected mixture of 
experience and superstition, from which we are now 
trying to extract and remould what is valuable—and 
there is a great deal that is of value.”’ Since 1949 a 
number of chairs in the history of medicine have been 
established, and there is in progress an extensive survey 
of the ancient literature. 

The Chinese believe that this approach will be of 
more than historical interest. The investigation of 
traditional herbal remedies is not a Communist innova- 
tion. Many years ago ephedrine was isolated from the 
herb ma huang, preparations of which have been used in 
China for centuries. But today such investigations are 
conducted on a large scale, and already over 300 pre- 
scriptions have been studied on the recommendation of 
workers studying the old literature. Scientists in the 
Peking public-health laboratories of the Academia Sinica 
claim to have been led by this study to the isolation of a 
drug giving promising clinical results against both the 
ameebic and the bacillary forms of dysentery, and they 
are at present investigating a drug said to be effective 
against pulmonary tuberculosis. 

It is hoped that a study of the literature of traditional 
medicine may be useful in other ways. For example, 
workers in Peking have surveyed methods of sewer 
construction practised in China from the Han dynasty 
onwards, on the ground that materials and methods may 
be rediscovered which will throw no burden on the 
limited manufacturing resources now available. 


CHEN CHIU THERAPY 


Perhaps the most striking feature of the present-day 
attitude to traditional Chinese medicine is the extension 
and revival of Chen Chiu therapy. Chen means needling 
or acupuncture, chiu means cauterisation or burning. 
These techniques have been practised from the earliest 
times, and references to acupuncture by early writers 
suggest its employment, using stone needles, before the 
discovery of metals. 700 sites for needling are described 
in a treatise dating from the Sung dynasty, and though 
acupuncture was regarded until lately as empirical it was 
believed to be of considerable value. In treatment by 
acupuncture needles are inserted into the tissues—the 
number, site, and depth of penetration depending on the 
disease. In some diseases the needles are rotated, or a 
tinder-like herb may be wound round their protruding 
ends and ignited. 

In 1951 an experimental Chen Chiu institute was set 
up by the ministry of nublic health, and charged with the 
investigation of these methods. The impetus to these 
studies came partly from the eclectic attitude to tradi- 
tional medicine already described, but perhaps equally 
important was the influence of the Pavlovian school in 
Russia. 

Russian biological influence in China is considerable, 
and every medical school and research institute now has 
its soundproof Pavlov room. The Pavlov school inter- 
prets disease in terms of a disbalance between cerebral 
excitation and inhibition, and Pavlov himself used mild 
dermal stimulation in therapy. His theories are held to 
provide the necessary scientific basis for Chen Chiu 
therapy, and to remove it from the domain of empiricism. 
Acupuncture, by virtue of its stimulation of the peri- 
pheral nervous system, is held in China to be the method 
of choice to restore a disturbed balance between cortical 
excitation and inhibition. The Chen Chiu institute has 
claimed remarkable therapeutic successes in the treat- 
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ment of such diverse conditions as rheumatism, malaria, 
hypertension, tuberculosis, and paralysis agitans. Figures 
published by the institute claim 90% cure of 5115 cases 
of malaria in army units, and 80% successful treatment 
of 263 cases of hypertension! 

The practice of Chinese medicine is not limited to 
special institutes. Some medical schools have depart- 
ments of traditional medicine, and their undergraduates 
receive instruction in its principles. In the Mukden 
medical school a traditional practitioner holds the rank 
of assistant professor of internal medicine and has his 
own department. Chen Chiu practitioners have been 
absorbed into army and local-government organisations, 
and the institute has trained 1400 of them since its 
inception in 1951. 

It seems unlikely that a hospital patient would be 
denied the resources of Western medicine if he seemed to 
need them,.for Chinese medicine is regarded as con- 
tributing to scientific medicine, not as something which 
renders it unnecessary. The 11th People’s Hospital in 
Shanghai, opened in 1954 and devoted to traditional 
practice, has the services of a consulting staff trained in 
Western techniques who confer with the traditional 
practitioners both to establish a diagnosis and to supervise 
treatment when necessary. Bacteriological and radio- 
logical facilities are available. But in the rural areas, a 
traditional practitioner is often the only doctor. 


CONCLUSION ° 


Though the Chinese clearly have a strong emotional 
attachment to a system of medicine which is so much a 
part of their history, this attachment is unlikely to blind 
them to the results of scientific assessment of traditional 
techniques. Chen Chiu therapy has received a remarkable 
impetus as a result of the influence of the Pavlovian 
school, and it seems probable that for a time at least 
traditional medicine will colour the main body of Chinese 
medical practice. 

My thanks are due to the staff of the llth People’s 
Hospital, Shanghai, who supplied much of the information 
included in this article. 
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School Medical Service 


In his annual report for 1954, Dr. C._W. W. Jeremiah, 
school medical officer for Nottinghamshire, refers to the 
difficulties of attracting young doctors to this work. 
He points out that the shortage of doctors and nurses 
‘““may give rise to fhe ‘subterfuge’ that so much of 
routine inspection is waste of time—a mere question of 
rubber-stamping the fit.””. But, Dr. Jeremiah observes, 
“the value of the routine examination lies in the fact 
that a child can be evaluated as an individual and not 
as one of a crowd”; and he goes on to say: 


‘“* His early defect can be considered in its proper perspective 
when the degree of its significance is not determined by the 
need or otherwise to issue yet another certificate, prescription 
or letter to a consultant. The organised methods of routine 
school inspection are designed to make full investigation and 
analysis possible, even if at times the problem child does 
upset the time schedule. And, surely, to know a child to 
be free from defect is a matter of no little importance to 
parents and teachers who have the daily responsibility of 
its care.” 

** |. . so long as Medical Officers are required to carry out 
the functions of this Service, it is not sufficient to say ‘ There 
is a career in this Service for you.’ It must appear so, in the 
eyes of the young recruit to the profession. It can only appear 
so, if he can see clinical responsibility worthy of his training 
and conditions. of service more nearly approximating to 
those available to him in other branches of the pro- 
fession with whose members he has to work in constant 
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A dailies ‘Chiliiaaiiiea by Peripatetic Deidsietiahie 


THE main object of our journey to Spain has been to 
sit in the sun and do nothing—except cool off from time 
to time in the sea—but we had to see the Prado in 
Madrid, and that alone would have been worth the journey. 
And while we were in Madrid I took time off to visit the 
department of medicine, run by Professor Jimenez Diaz. 

At present the department is divided between the 
University Hospital of San Carlos and the Clinica de la 
Concepcién in the University City, which was opened a 
month or two ago. It is a well-equipped and up-to-date 
hospital ; but what most impressed me was the canteen, 
designed and decorated by the students of the School of 
Architecture. Light, form, and colour produce a refresh- 
ing harmony. Over the bar they had put a fresco inspired 
by Galenical animals, and another is planned of the 
plants that may produce asthma. I wish we sometimes 
encouraged these fantasies, especially when I think of 
the ‘‘temporary’’ canteen buildings which disfigure 
some of our hospitals. 

We did not get to the canteen until 3 P.M., which is 
late for lunch even in Madrid, and though my morning 
had begun only at 10 A.M., everyone else had begun at 
9 a.M. The main event of the morning after the ward 
round was the demonstration of some twenty cases by 
the senior assistants of Don Carlos and on each he gave 
his opinion. There was some astonishing stuff: a lot of 
hydatid disease, of course, but also a case of cutaneous 

,leishmaniasis from Almeria in the South, and other 
curiosities drawn from gastro-enterology, neurology, 
thoracic disease, and dermatology. Medicine has not yet 
become fragmented here. 

The patients, as I saw them on the wards and at this 
demonstration, seemed to take an intelligent interest in 
the proceedings. There was no attempt to spare their 
feelings in the discussions of diagnosis and prognosis, 
even when the import of these was very grave ; but they 
remained unmoved. Their attitude was impersonal rather 
than stoical. 

. . * 

I like plumbers, They have the spirit of the.craftsman. 
Of course they have much in common with my own 
profession. I watch the plumber doing a lateral anasto- 
mosis with fervid admiration. Admittedly, he has certain 
advantages: as a rule he can define and, as it were, seal 
off his field of operation. The vital fluid with which he 
works may be temporarily cut off. There are dangers 
none the less: a mere pinprick in a ball-valve, hardly 
large enough to admit a staphylococcus, may lead to the 
destructive overflow of a cistern especially when its 
catheter is blocked by a bird’s nest. It is in diagnosis, 
however, that our plumber excels. Only the other day 
our hot-water tap in the bathroom became enfeebled to 
a mere trickle. We called in the specialist who in a matter 
of ten minutes produced from its valve a_ beautiful 
specimen of phosphatic calculus. 

The craft is ancient and rich in tradition. I am informed 
that the lion’s head which adorns village standpipes, and 
used to be seen in elegant Victorian basins, is an offering 
to Leo under whose benign influence old Nile went into 
flood and spread its rich load of soil far and wide. There 
are critics who allege that plumbers have not changed 
their ideas very much during the past two thousand 
years. In houses they tend to festoon their pi among 
the rafters—in places accessible only to frost. hey have 
also a passion for what are called “ long runs.” This 
means that the kitchen tap has to be turned on for three 
minutes at least before any hot water deigns to appear. 
But I like plhimbers all the same ! 

* * * 


The present epidemic in London is making life unbear- 
able. It’s bad enough to have to listen in daylight hours 
to Tishoo ! Tishoo ! but it’s infinitely worse to be woken 
at intervals during the night by a loud Tishoo! in the 
street. What! You haven’t noticed it ? You must live 
off a bus-route. London Transport buses are being fitted 
with some new gadget (some kind of jet propulsion ?) 
with the result that every time one of them stops and 


starts again it sneezes. 
> + . 
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‘Tell me,”’ the newly admitted fellow-patient indi- 
cated a stout, motherly body, ‘‘ is she a doctor, too ? ”’ 
** She,”’ I said, ‘‘ is the Senior Surgeon.”’ 

The title was unambiguous enough to impress him. 
But his question revealed one of the odder aspects of life 
in the wards: patients spend hours watching official 
bodies moving before them, but they rarely identify 
them correctly. Only the orderlies are labelled with a 
shoulder flash. Do registrars trembling on the brink of 
consultantship realise that they are confused with newly 
hatched house-surgeons and technicians hunting blood 
for the path. lab. ? 

They may, in a spirit of unconvincing democracy, say 
that they do not mind; but if the most potent of 
medicines is the doctor himself,! should not the patient 
know what dose he is taking ? What is the effect on his 
condition of projecting the same feelings towards all long 
white coats—let alone the first few confusing days when 
he discharges similar quantities of psychic energy towards 
white coats, covering the student, the dietitian, the 
phy: siotherapist, and the barber ? Should not all bottles 
be labelled ? 


* + * 


I was brought up always to carry two handkerchiefs— 
one for blow and one for show—and I religiously change 
them every week whether they need it or not. Never- 
theless I feel uncomfortable when I see my friends 
ostentatiously blow their noses on medicated hygienic 
tissues. This is not due to any narrow-minded belief 
that only my ways are right, but to the certain knowledge 
that I am about to suffer an attack on my personal habits. 
Your annotation last week on poliomyelitis has comforted 
me however. You point out that hygienic measures have 
prevented people from getting themselves immunised to 
polio during infancy and have thus converted infantile 
paralysis into the much more serious disease—epidemic 
poliomyelitis. If these medicated-tissue types get their 
way we shall find that the ordinary harmless common 
cold will vanish and its place taken by epidemic coryza. 
So join with me all you handkerchief men and let us 
fight for the common cold to the last sneeze. 


* * * 


Seventeen stones of placidity was our Maggie; for 
eighteen months she lay abed without a grumble and at 
the end of this time we did a left-sided pneumonectomy 
on her. You can imagine our pride when a week after 
Maggie’s discharge from the sanatorium we picked up 
the local paper to read that it took four policemen to 
hold her pn egy in a drunken brawl. 

7. * * 


SONG OF A DEMICENTENARIAN 


When I was young I took to my heels, 
Danced the lancers and eightsome reels, 
Tapped like a metronome, pranced on points, 
And never gave a thought to the state of my joints. 
I was younger, brighter, 
And very much lighter, 
In those days. 


When I was young I ate what I got, 
Regardless of whether it was fattening or not : 
I stuffed potatoes and I throve on bread, 
And I never gave a thought to middle-aged spread. 
I was younger, leggier, 
‘** Bought-it-off-the-peg ”’ ier 
In those days. 


When I was young I talked very well, 
Listened like an angel, and laughed like a bell ; 
When I felt like clowning I could rock the room, 
And I never gave a thought to middle-aged gloom. 
I was younger, tarter, 
And less of a martyr, 
In those days. 


But I’m not dead yet ; and presently I 
Shall be an old party who'll never say die— 
Who rollicks up to London and riots through the shops 
And never gives a thought to stopping till she drops. 
I'll be older, merrier, 
And spryer than a terrier, 
In those days. 





1. Balint,M. Lancet, April 2, 1955, p. 683. 
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Letters to the Editor 


KWASHIORKOR 
Smr,— 


Me, me, adsum qui feci; in me convertite ferrum, 
O Doctor Federico Gémez. 

As the earliest importer of the word ‘‘ kwashiorkor ”’ 
(and as you, Sir, were the first to perpetrate it in print) 
I feel I must defend in your columns its use by my friends, 
Dr. Trowell, Dr. Davies, and Dr. Dean. 

I think Dr. Gomez (April 30) is mistaken when he 
associates malnutrition directly with overpopulation. 
In many areas where the disease exists there is no “‘ keen 
competition for food.’ It often results because the 
parents do not know what food is suitable for the weaning 
child. This is admirably illustrated by Autret and Bihar } 
in Guatemala. 

Dr. Gomez can rest assured that none of ‘‘ the English 
doctors who are studying malnutrition in African children” 
have any “ romantic desire to perpetuate absurd expres- 
sions of African tribes.’’ What is there absurd? This 
word means this disease. It is defined as “‘ the disease 
the child gets when the next baby is born.’? And in 
most countries it has been found that this is indeed the 
situation often associated with its occurrence. It has 
now been fairly extensively investigated, and it is proved 
to be largely due to protein malnutrition. But possibly 
this is not the whole story. Perhaps certain amino- 
acids are more important than others. Perhaps certain 
minerals, toxie drugs, or herbs will prove to be part of the 
picture. Until we know more accurately what are the 
factors leading to this disease, some people prefer to use 
a word which conveys an idea without yet making 
unjustified claims to detailed knowledge. 

Certainly other countries can produce whole regiments 
of names that convey similar ideas. As the book referred 
to shows, there are now numbers of generic as well as 
given names by which the condition, or something 
similar, may be identified. 

Some of my medical friends were horrified at the word 
‘“ kwashiorkor,’”’ but now many of them have learnt to 
pronounce it quite intelligibly. I am sure they will enjoy 
learning to say “‘ tzipitl.’’ 

But beri-beri is still called beri-beri although we now 
know it is due to aneurine deficiency. Rickets (a word 
used probably among primitive Anglo-Saxon tribes) is 
still called rickets though we now recognise it as 
vitamin-D deficiency. “‘ Onyalai,’’ as far as I know, has 
no serious rivals. What about “ yaws”’ or even 
‘““malaria’’? ‘‘ Kwashiorkor”’ is to some extent a 
confession of ignorance. But I cannot see why, because 
it is African, it is therefore unacceptable. Scipio, at any 
rate, would not have been surprised. 

The most puzzling remark in Dr. Gomez’s letter is when 
he says “It cannot be accepted in the light of modern 
knowledge that there are many types of malnutrition.”’ 
Surely, one of our main objectives is to identify and 
distinguish between the many and various types of 
malnutrition: How can nutritional studies advance 
unless we do so? A case of beri-beri, a case of rickets, 
a case of anemia, each needs its own specific treatment. 
The Ga people recognised a particular form of mal- 
nutrition. They called it ‘‘ kwashiorkor.” 

London, W.C.1. CiceLy D. WILLIAMS. 


POLIOMYELITIS VACCINE 


Srr,— Your American correspondent’s report last week 
(p. 1018) regarding the Salk vaccine is hardly encouraging. 
It may also be pointed out that, however dead the 
virus in the vaccine may be, the giving of any kind of 
inoculation is likely to precipitate paralytic poliomyelitis 
in a relatively very small number of children who perhaps 
are already harbouring the virus. One is led to believe 





1. F.A.O. Nutrition Series, 1954, no. 13, p. 48. 


that these dangers are less than the benefits of protection, 
but when the protection is by no means 100%, the merits 
of the method and its statistics become debatable. 

As your correspondent points out, many virologists 
favour the use of an attenuated live virus given by the 
mouth. This is reported to be effective in provoking the 
development of antibodies without even causing an 
abortive illness. It is certainly more effective than the 
Salk method, and may even involve less risk, for should an 
oral vaccine lead unexpectedly to a febrile illness, there 
are still many chances that no paralytic disease will 
develop, especially if certain precautions are taken. 
When, however, poliomyelitis is precipitated by an 
inoculation the natural defences of the nervous system 
seem to be rendered ineffective, and nearly all such 
ilinesses develop into a paralytic form of the disease 
affecting especially the limb used for the injection. 

It seems therefore that the oral method can be sub- 
mitted to clinical trial with as little anxiety as is involved 
in using the Salk method, and many will think that 
a test of this kind on a considerable scale is not only 
justified but is urgently called for. Should an oral 
vaccine prove to be safe, its administration within the 
first few months of life might well lead to the disease 
being ‘‘ conquered.” 

De ment of Neurology, 
cliffe infirmary, Oxford. 
STAPHYLOCOCCAL INFECTION IN THE 

NEWBORN — 

Sir,—We have read with interest the letter by Dr. 
Court and his colleagues in your issue of May 7. We 
are at a loss to understand why they have interpreted our 
article of March 19 as a “recommendation that all 
infections in newborn babies in maternity hospitals 
should be treated with erythromycin ”’ (our italics). It was 
clearly stated that the object of the work reported was to 
test the efficacy of erythromycin in staphylococcal 
infection and to determine whether, under the strictly 
controlled conditions of our experiment, erythromycin 
resistance would develop. That it is not our normal 
practice to treat all cases of staphylococcal infection in 
the newborn with erythromycin or other systemic anti- 
biotic therapy is evident from the fact that we specifically 
pointed out that, in most cases of conjunctivitis, systemic 
therapy is not indicated, and that we use local therapy 
in the form of chloramphenicol. As conjunctivitis accounts 
for 60-75% of staphylococcal infection of the newborn, 
systemic antibiotic therapy, even if all other staphylo- 
coceal infections were treated by this means, would be 
employed only in a minority of cases. We do not, how- 
ever, treat trivial skin sepsis with systemic antibiotic 
therapy provided thjs clears up during the infant’s stay 
in hospital, but no infant is discharged home with an 
active staphylococcal lesion of any sort untreated. 

It appears, from the figures they give, that Dr. Court 
and his colleagues treat with chemotherapy or anti- 
biotics approximately 75%, of all cases of staphylococcal 
infection of the newborn occurring in their maternity 
units. The proportion of our cases so treated is roughly 
similar although a little higher. They use predominantly 
sulphacetamide ; we use predominantly chloramphenicol 
—both synthetic chemical substances, both capable of 
inducing resistance in staphylococci. Chloramphenicol, 
however, is in our experience the more effective, and 
complete resistance of the staphylococcus to it is less 
likely to occur. Sulphacetamide induces resistance to 
the other sulphonamides, chloramphenicol does not 
induce cross-resistance to other antibiotics, as far as the 
staphylococcus is concerned. Chloramphenicol, too, has 
the advantage that it is unlikely to be used for systemic 
therapy. 

We agree in principle that the use of chemotherapy 
and antibiotic therapy should be restricted to the 
minimum, but we have two main reasons for using 





W. Rircure Russet. 
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antibiotics fairly extensively in , neonatal staphylococcal 
infection. Firstly, we are satisfied that minor staphylo- 
coccal infection of the newborn is potentially dangerous 
and that effective treatment reduces this danger. The 
danger does, of course, extend beyond the period during 
which the infant is in the maternity unit, and Dr. Court 
and his colleagues do not state for how long their 633 
eases of minor infection were followed up. 


A few years ago when we adopted a much more con- 
conservative policy than we do now, we became alarmed at 
the number of infants who had serious staphylococcal infection 
following minor untreated staphylococcal lesions; and we 
reported a few of these cases.!_ Over the past three years we 
have not seen serious staphylococcal sepsis develop in a new- 
born infant who has had minor staphylococcal infectioa 
adequately treated ; but, to mention only one type of serious 
staphylococcal sepsis, we have seen in our medical pediatric 
wards over the same period 5 cases of staphylococcal pneu- 
monia (1 fatal) in the first month of life following untreated 
minor staphylococcal sepsis. 2 other cases (1 fatal) were 
probably related similarly to minor sepsis. The increased use 
of antibiotics over this period has not resulted in an increase 
of antibiotic resistance among staphylococci cultured from 
random swabs from babies and staff, as the accompanying 
table shows. 


STAPHYLOCOCCI RESISTANT TO C HEMOTHERAPY 


























Year puiapee- Aureo- |Chloram-| Peni- |Strepto-| Terra Erythro- 
mide | mycin | phenicol} cillin | mycin | myc in | mycin 

1951 6% | 26% | 88% 12%] .. | .. 

1954] 23% | 9% | 17% | 85% | 25% 10% | .. 





Secondly, we are concerned at the danger of allowing 
newborn infants with active staphylococcal lesions to 
return home carrying antibiotic-resistant hospital staphy- 
lococci. Since the incidence of hospital staphylococcal 
infection of the newborn is so high, infected infants will, 
on their return home, constitute a considerable reservoir 
of resistant staphylococci unless steps are taken: to 
control their infection before they leave hospital. A 
recent survey carried out in general practice in Edinburgh 
showed that 1 in every 3 children under twelve, exhibiting 
lesions judged clinically to be staphylococcal, was a 
contact of another case of staphylococcal infection at 
home. The 1000 Families Survey in Newcastle, too, drew 
attention to the frequent occurrence of staphylococcal 
cross-infection within families. Somewhat paradoxically, 
therefore, rational antibiotic treatment of minor staphylo- 
coceal infection of the newborn may actually play a part in 
hmiting the spread of resistant strains to the community. 

Prevention, not treatment, of neonatal staphylococcal 
infection must be the ultimate goal, but as yet that 
appears to be unattainable. We have not, as Dr. Court 
and his colleagues suggest, reversed our policy of 1953. 
We have in fact extended the principle of early treatment 
of minor staphylococeal infection. We should certainly 
be prepared in the light of new evidence and new know- 
ledge, or a better interpretation of existing knowledge, 
to modify or change our present practice, but Dr. Court 
and his colleagues have given us no grounds for doing so. 

J. O. FORFAR 
A. F. MaccaBE 
C. L. Bar 
HELEN WRIGHT 


Edinburgh Northern Hospital Group pCi 
and University of Edinburgh. J. C. GOULD. 


PAROXYSMAL MYOGLOBINURIA 
Str,—In their report of a case of paroxysmal myo- 
globinuria (April 30) Dr. Berenbaum and his colleagues 
suggest the possible existence of an abnormal myoglobin 
in this disease, and interestingly found normal electro- 
myographic patterns in the affected muscles twelve days 
after the attack. 


i. a Sy J. O., Balf, C. L., Elias- Jones, T. F., Edmunds, P. N. 
Brit.’med. J. 1953, ii, 170. 
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w e have recently investigated . a similar case in a man 
of 21, in whom the attacks were produced by cold and 
exertion combined. Electromyography of the right 
quadriceps before the attack had passed off revealed 
normal action potentials but of very low voltage (50-100 
uV.). It was thought that this low voltage was consistent 
with the weakness of the affected muscles and therefore 
not significant. 

Myoglobin from the patient’s muscle and urine was 
examined electrophoretically against pigments derived 
from normal human muscle. No difference in their 
mobilities over a wide pH range of phosphate buffer 
was. found. 

Thus our patient showed no electrical abnormality of 
his affected muscles, and normal myoglobin by our 
methods of testing. 


University College Hospital W. 
Medical School, 
London, W.C.1. 


ABUNDANCE AND WANT 

Srr,—It would be difficult to find anyone better 
catered for medically than the inhabitant of Greater 
London, where 254 hospitals run between them, during 
each week, some 2325 outpatient clinics specialising in 
every, or almost every, ailment or illness under the sun. 
There are 30 devoted, exclusively, to chiropody, 8 to 
hands and fingers, 4 to piles. Each year, every doctor 
is sent a time-table,? complete with a map, setting out in 
detail specialty, location, address, hours for attendance, 
and telephone number of all these clinics. He can thus 
select a competent one for whatever his patient may be 
suffering from and send him there, fully confident that 
he will receive the best expert specialist treatment and 
advice. _ 

Of the 2325 clinics, 1000 deal more generally with 
medicine, surgery, midwifery, padiatry, diseases of the 
chest, &c., while 1325 deal specifically with every other 
conceivable condition or illness : 


D. FLETCHER 
T. A. J. PRANKERD. 


Ear, nose, and throat 142 Dietetic medicine 4 
Eye ee oe J Anemia . 4 
Skin ee ‘c wae Hemorrhoids ‘se 4 
Orthopedic: on oan Massage . v 4 
Psychiatric Pm a. wor Ww hooping- cough . “~ 3 
Physical medicine and Tropical diseases 3 
ney ae Sn 84 Ultraviolet light . . ae 2 
Teeth sid . 77 Thyroid .. ee a‘ 2 
Venereal diseases 75 Peptic ulcer te ae 2 
Neurology (including 9 Relaxation om = 2 
neurosurgery) .. 66 Contraception ée as 2 
Diabetes .. ‘se << 51 Clubfoot . oa 2 
Varicose veins 4 ai 36 Infectious diseases’ oe 2 
Chiropody mA 30 Infant welfare ia 2 
Heart (ine luding” ante- Antenatal (36th wee _ 1 
_ heart and 2 E.c.G.) 28 Vaccine é 1 
ra es . 27 Breast ° 1 
Radiothe rapy - _ 26 Sigmoidose opy 1 
Genito-urinary .. sa 25 Anesthetics 1 
Rheumatism 22 Remedial! gy mnastics 1 
Sterility 20 Nasal allergy only 1 
Plastic surgery 19 Bronchoscopy 1 
Speech therapy 15 Nephritic .. 1 
Rectum 13 Scoliosis .. 1 
Geriatric il Hot wax baths 1 
Hearing-aids 10 Epileptic 1 
Endocrine 10 Hay fever 1 
Child guidance 9 Electro-enc -ephalograp!. y 1 
Hands and fingers 8 Sinus ‘ 1 
Asthma and allergy ian 6 Juvenile rheumatology 1 
Special genito-urinary Allergy in children 1 
(stricture, phimosis, cir- Resettlement clinic . 1 
cumcision, 2 cystoscopy, Babies (feeding and 
enuresis) 6 management) ° 1 
Tonsils and adenoids 5 Premature babies i 
Parenthood 5 


In addition to keeping the citizen fit, the State is, 
very naturally, interested in procreation. Thus mothers, 
babies, and children are extremely well cared for; in 
addition, there are 20 clinics for sterility or subfertility. 
Coincidently, 75 clinics deal with venereal disease, and 
another 25 with genito-urinary troubles. 

It pays the State, of course, to tackle venereal disease, 
and all this could not be better organised : every public 
lavatory directs the sufferer, man or woman, to the 


1. Time-table of Outpa' — Clinics at Hospitals in the Greater 
London Area rio Edward’s Hospital Fund for 
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nearest centre where he can have confidential treatment 
and advice. 

Unfortunately the State, like most of us, cares little 
‘** whose child weep, so his laugh.’’ We people who find 
satisfaction in befriending the alcohol patient are appalled 
that in this city of 8 million people not one of its clinics 
caters for the alcoholic or his helpless relatives. If the 
facts were known, it would pay the State to befriend, 
among countless others, the man or woman unfortunate 
enough to contract alcoholism. Theye are, in this country, 
close on half a million people suffering, directly or 
indirectly, from its repercussions. 

It is no good suggesting that these people should apply 
to one of the many clinics for psychiatric trouble. These 
do, of course, what they can; but they are not usually 
equipped or inclined to deal effectively with this rewarding 
but complex medical task, requiring ‘* green fingers ’’ as 
well as persistence and perseverance. Alcohol patients 
have their susceptibilities and diffidences. Like the rest 
of us, they require to know of a place where they will be 
understood, and not scolded. Our modest plea is that 
among the 2325 special clinics there should be one 
devoted to their needs. 

H. PULLAR-STRECKER 


Hon. Secretary, 


Isleworth, Middlesex. Society for the Study of Addiction. 


A BARBITURATE ANTAGONIST 

Srr,— Discussing the failure of 88-methyl-ethyl glutari- 
mide (‘ Megimide’) to act in a case of phenobarbitone 
poisoning recorded by Dr. McElligott (April 16), 
Professor Shaw (May 7) remarks that ‘‘ at the end of 
six days there would be little barbiturate in the body.” 
This is not so. Butler et al.1 estimate that the proportion 
of phenobarbitone eliminated from the plasma in the 
course of a day lies between 11% and 23%. My own 
observations suggest that the figure is approximately 
15% per day.” 

Applying the latter figure in this particular case it will 
be seen that 27 grains of phenobarbitone would remain in the 
body six days after an initial dose of 72 grains, assuming 
that for practical purposes, all the barbiturate was absorbed. 
In fact, owing to the comparatively slow rate of absorption 
of phenobarbitone, shown in this case by negative urine 
tests for barbiturate on the evening of admission, it is very 
unlikely that 15°, of the full dose was eliminated during the 
first twenty-four hours and therefore the calculated amount 
remaining at the end of six days is an underestimate. 

The patient is described as *‘ obese”; assuming that her 
weight was between 10 and 15 stone and that her body-fluids 
represented 70% of this weight, a conservative estimate of 
her blood-phenobarbitone level at the end of the sixth day 
would be between 4-0 and 2-5 mg. per 100 ml. Blood-levels 
of this order are frequently associated with quite severe 
symptoms of intoxication and sometimes with coma. It is 
also noteworthy that the dose of megimide was administered 
123 hours after admission—i.e., nearer the end of the fifth 
than the end of the sixth day in hospital. 


Admittedly anoxia and shock frequently contribute 
in producing coma which is disproportionately deep for 
the blood-level, but I doubt whether there is much 
evidence in support of Professor Shaw’s further state- 
ment that ‘by this time [six days], however, there 
would have been extensive cellular damage—e.g., 
cerebral ceedema...’’ Were this true it is surprising that 
from this time she showed fairly rapid improvement. 

So many barbiturate antagonists have enjoyed brief 
popularity in the last twenty years that it does seem 
most important to control new remedies by blood- 
barbiturate levels—particularly since the results of purely 
conservative treatment have been shown to be so good. 4 


The London Hospital, E.1. J. T. Wricur. 





“hi a, T. C., Mahaffee, C., Waddell, W. J. J. Pharmacol. 1954, 
» 425. 

2. Wright, J.T. Quart. J. Med. 1955, 24, 95. 

3. Nilsson, E. Acta. med. scand. 1951, suppl. no. 253. 

4. Locket, 8., Angus, J. Lancet, 1952, i, 580. 
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RUPTURE OF LAPAROTOMY WOUNDS 


Srr,—Mr. Walton (May 7) draws attention to adherence 
of the prolapsed abdominal contents to the wound edges 
as a feature of ‘‘ burst abdomen,’’ and uses this as 
evidence for his view that the peritoneum is the most 
important layer of the abdominal wall. My experience 
differs from his in that in some cases there were no such 
adhesions, in many the adhesion was to the peritoneal 
edge, and in a few only to the subcutaneous tissue also. 
The later the rupture, the greater was the likelihood of 
such subcutaneous adhesions, and in these cases the 
escape of serous fluid had told of the earlier disruption of 
the deeper layers. The skin sutures, therefore, had not 
been removed in an attempt to avoid a ‘*‘ burst,’’ and to 
leave the patient, temporarily at least, with the safer 
incisional hernia. In one case only in the whole series 
had the skin sutures been removed before the rupture 
occurred. From this point of view skin closure with 
interrupted mattress sutures was safer than with Michel 
clips supported with a few sutures, though it did not 
confer immunity from rupture. 


It is perfectly true, as Mr. Walton states, that if the peri- 
toneum remains intact there will be no burst abdomen: but 
there may be an incisional hernia. It is equally true that if the 
anterior rectus sheath remains intact there will be no burst 
abdomen : nor will there be an incisional hernia unless the scar 
stretches later. We have all had the exasperating experience of 
struggling to close thin peritoneum in an obese patient, when 
each stitch hole rapidly expands even though, to distribute the 
tension over a wider area, all sutures are inserted before 
pulling ariy of them tight. To me it is inconceivable that in 
such a case the peritoneal stitch is not torn out by the first 
postoperative cough or vomit, yet few of these patients disrupt 
their wound, and, if the anterior rectus sheath is sutured 
carefully to avoid gaps, it is my impression that not all of them 
develop incisional hernia. Peritoneum is known to regenerate 
quite rapidly and I believe that if the rectus sheath heals by 
primary union no great harm results. I suspect, however, that 
this tearing of the peritoneal suture line is a common cause of 
adhesions to the scar. 

Mr. Walton surely destroys his own case when he says 
“*.,. and in all cases I have noticed the firm adherence of part 
of the prolapsed bowel or omentum to the edges of the peri- 
toneum and the subcutaneous tissue. Surely this suggests that 
some part of the peritoneunr has given way at an early stage. 
Small gut or omentum protrudes and lies just deep to the 
skin.” This can occur only if the anterior rectus sheath also 
has given way. We must consider, however, the possibility 
of the fascial layer giving way some days after the peritoneal 
layer. If the skin holds still longer this is a ready explanation 
of Mr. Walton’s findings and is, I submit, the likely explana- 
tion of the “* late ’’ group of cases. A well-sutured skin wound, 
though obviously not consolidated, is quite soundly healed 
in six or seven days and, even allowing for the difference of 
tissue and of blood-supply, I think it fair to assume that the 
rectus sheath, still supported by sutures, will at this stage 
withstand some degree of abdominal distension unless there 
is some factor reducing the rate of healing. In the series I 
described in my article of March 12, such a factor was present 
in the form of stress, hematoma, sepsis, or depleted serum 
protein. Probably there is no sharp dividing line between the 
early and the late groups—it would be astonishing if there 
were—but the evidence from the small number of cases 
described is that in the early cases the rupture is due to the 
breaking or to the tearing out of sutures and in the late cases 
to some factor or factors delaying healing. 


Turning now to the last paragraph of Mr. Walton’s 
letter, most surgeons, including myself, have the impres- 
sion that transverse and oblique wounds are less likely 
to rupture than vertical ones, but there are few statistics 
on this point and those I quoted? do not support the 
view. I made no mention of methods of closing the 
abdomen as so many have been described and I had 
no evidence to offer of the merits or disadvantages of 
each, but for the past two years I have been using a 
continuous horizontal mattress suture for both peritoneal 
and fascial layers with, in addition, several interrupted 


1. Wolff, W. I. Ann. Surg. 1950, 131, 534. 











1074 THE LANCET] LETTERS TO THE EDITOR 


horizontal mattress sutures for the latter. During this 
period there has been only one “‘ burst’’ but this I shall 
regard as fortuitous only, unless the passage of several 
years more confirms the reduced incidence. Mr. Walton’s 
other points agree with those stated or inferred in my 
paper. 

Hove. A. STANDEVEN. 


RADIOLOGY OF PLACENTA PRAVIA 

Srr,_-We note with interest the correspondence which 
has followed our article of April 16. Our experience of 
placentography is limited to the past three years, but we 
have come to rely on the method to show which cases of 
antepartum hemorrhage are due to placenta previa and 
must therefore remain under observation in hospital. In 
our article we described how radiology has helped in the 
management of cases of anterior placenta previa delivered 
by cesarean section. 

An important point yet to be determined, we believe, 
is the extent to which placentography can replace the 
final vaginal assessment by the obstetrician in the theatre. 
Mr. Percival (April 23) has suggested that there should 
be no ‘ pereervical’’ examination when clinical and 
radiological evidence points to a major degree of placenta 
previa. We appreciate his reasons for wishing to proceed 
to cesarean section without delay and would agree that 
there are certain cases where this action might appear 
justifiabie. Nevertheless we consider that there is a need 
for caution in this matter. 

Despite the claims of Dr. Blair Hartley (April 30) and 
the great contribution he has made to the radiographic 
localisation of placenta previa, we are impressed by the 
difficulty in establishing by postural and soft-tissue 
radiography the exact extent to which the placenta 
encroaches on the lower uterine segment. It is the diffi- 
culty of defining precisely the lower edge of the placenta 
in many cases of placenta praevia which makes us believe 
that there is still a place for careful vaginal assessment 
before the final decision as to vaginal or abdominal 
delivery is made. Without this vaginal assessment it 
may be difficult to agree upon what constitutes a ‘‘ major’’ 
degree of placenta previa. For the individual patient it 
is important to avoid an unnecessary esarean section, 
particularly as placenta previa is not a recurring condition 
and between 40% and 50% of cases can safely be delivered 
per vaginam. 

Even with radiographs of the superb quality produced 
by St. Mary’s Hospitals, Manchester, it is only in 30% of 
pregnant women after the thirty-second week that it has 
been possible to demonstrate placental calcification. 
Moreover, the demonstration of placental calcification 
does not necessarily enable the lower edge to be identified, 
especially in cases of placenta previa. Until it is possible 
to do this precisely we believe that vaginal examination 
in the theatre is indicated. 

J. K. RussELL 

Royal Victoria Infirmary, Cc. K. WARRICK. 

Newcastle upon Tyne. 

*,* In an article in this issue (p. 1045) Mr. Percival 
and Dr. Murray record their experiences of soft-tissue 
placentography.—Ep. L. 


A VISIT TO KOLTUSHI 


Str,—I note Dr. Foggitt’s criticism last week of my 
letter of May 7. He makes a serious charge that 1 show 
a “ doctrinaire disregard of facts.’’ On the contrary, in 
the last paragraph of my letter, I stated a procedure 
enabling a person to demonstrate a fact disregarded by 
Pavlov and his followers. I refer to the fact that a 
person who employs a technique of conscious guidance 
and control of reaction enabling him to guide the manner 
of the working of the self as a whole by means of the 
primary control of the use of the self, head forward and 
up, thereby controls the self in such a way that it may be 
demonstrated to work as a unity. 
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It works, therefore, in a manner preventing the person 
from interfering with the needs which are “ vital”’ for 
providing the freedom enabling the human mechanism to 
work in the best possible way as a whole. As a consequence, 
“vital’’ processes such as digestion, respiration, and thought 
work in what may be shown to be the best way, and, there- 
fore, in a way capable of preventing disturbances of gastric 
function, incidents such as bronchospasm and the kind of 
thought associated with what is recognised as schizophrenia. 

Freedom of thought and action are essential not only in 
“the scientific world’ but in the world at large; and I 
described a practical procedure whereby a person might 
provide himself with these advantages. Dr. Foggitt can prove 
this for himself by employing the procedure I set down in my 
last letter. If he has not enjoyed the experience necessary 
to this end, both Mr. F. Matthias Alexander and I will be glad 
to demonstrate and discuss for his benefit the objective pro- 
cedure involved. If he is prepared to accept this invitation, 
he will discover that he will be required to show an unremitting 
‘meticulous objectivity” in giving his attention to the 
details of the procedure, if he wishes to employ it in a manner 
enabling him to provide for his use a self working at its best, 
therefore, in a way associated with kinesthetic information 
about near and distant influences in the environment, both 
external and internal, working in a reliable way, and, there- 
fore, in a way enabling him to prevent himself from being 
dominated by reflexes conditioned by his environment about 
whose influence over him he would otherwise be unaware. 
Unless he employs the procedure with a meticulous attention 
to detail, he may very well find himself enslaved by reflexes 
controlling his behaviour in a way that makes him in no 
sense free. 

Bolton, Lancs. MuneGo DouGLas. 


IRON-DEXTRAN COMPLEX IN MICE AND MEN 


Srr,—It would be unfortunate if Dr. Nissim’s interest- 
ing article (April 2) were to pass without further comment 
than that so aptly made by Dr. Golberg and his 
colleagues in their letter of April 16. 

The title of the paper, the dramatic photomicrographs, 
the tenor of the discussion, and the brief conclusions 
summate to produce in the mind of the casual reader the 
impression that the administration of intramuscular iron 
might be followed by the development of testicular 
atrophy in a male patient. 

We have found that, despite Dr. Nissim’s reservation 
at the beginning of his discussion, this impression has 
already been gained by those who have not calculated 
that the same relative dosage in man would involve the 
injection of between 30 and 200 times as much as would 
ever be given clinically, given moreover to patients with 
a deficiency of iron. The inference, therefore, that “‘ the 
iron compound apparently interferes with the normal 
metabolism of the endocrine cells . . . and upsets sperma- 
togenesis ’’ is unreal when applied to clinical medicine, 
and is an example of the way in which the academic 
pharmacologist may become divorced from the realities of 
practical therapeutics. 

Furthermore, Dr. Nissim states loosely that “ the 
deposition of iron in the testes after the administration 
of imferon reminds one of the deposition of iron in the 
testes [my italies] and testicular atrophy in hemo- 
chromatosis.’’ This statement could be taken to transfer 
his results in mice with gargantuan doses (doses, may it 
be noted, only possible because the preparation is of low 
toxicity) to those which might be expected in man. It is, 
moreover, a mis-statement of fact as iron deposition 
does not occur in the testes in hemochromatosis, and as 
Sheldon ! pointed out, the only appreciable iron detect- 
able in the testes is small quantities in the vessels. It is 
the experience of Dr. Mary K. Macdonald in the depart- 
ment of pathology, University of Edinburgh, and of 
myself that iron deposition never occurs in the tubules 
or interstitial cells of the testes in ha#mochromatosis, 
and, when the patient is hypogonadal, the testicular 
atrophy is probably secondary to pituitary infiltration 





1. Sheldon, J. H. Heemochromatosis. London, 1935. 
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with | iron. This infiltration, which may ~ very dense, 
was also noted by Sheldon, and further commented upon 
by Hubble? as the probable explanation of the hypo- 
gonadism of hemochromatosis. Dr. Nissim assures us 
that even in this type of experimental siderosis no 
pituitary deposition of iron is found. 

The iron-dextran complex has been shown to be a 
valuable therapeutic agent *-* and it would be a pity if 
any physician were deterred from using it because of the 
experimental results reported by Dr. Nissim. 


Department of Therapeutics, 


University of Edinburgh. ALASTAIR G. MACGREGOR. 


CANCER 


Srr,—Mr. Maleolm Donaldson’s challenge (May 7) to 
the psychiatrists to join him in the study of the effect 
of cancer education on the public is most welcome. This 
campaign is going through the same phase that marked 
those designed to give accurate information to the public 
on venereal disease, tuberculosis, and insanity. Even 
now the subject of these illnesses is in some quarters 
approached with bated breath. One by one, following 
enlightenment, the ‘‘ bad objects’? upon which are 
projected the inner fears of destruction are being replaced 
by others. 

The late Dr. John Rickman put the position clearly 
in your columns just before the outbreak of the late war, 
when he pleaded for the maximum information about the 
coming dangers, pointing out that when this was available 
the individual could summon resources to face the situa- 
tion without evasion. During my ten years as a family 
physician, I frequently found that frankness and the 
giving of as much verified information as possible led to 
the diminution of strain in the doctor-patient relationship. 
I learnt this by bitter experience following the use of 
evasion and subterfuge which I rationalised as being the 
kindest approach to a suspected or confirmed cancer case. 


York. ALFRED TORRIE, 


Sir,—Until I read the article by Mr. Donaldson 
I was in favour of educating the general public ; 
but when a surgeon admits he underwent an explor- 
atory laparotomy for a non-existent gastric carcinoma 
one pauses for thought. Surely it is in members 
of the medical and nursing profession and _ their 
consorts that fear of cancer is most prevalent and most 
persistent. If those who are more or less fully educated 
on this subject suffer most, it is folly to increase know- 
ledge in the general public. In the National Health 
Service any patient with a symptom he cannot himself 
explain will be very likely to consult his doctor ; but if 
he has a symptom he thinks may be due to cancer he is 
usually afraid to be told what he fears the truth may be 
and waits till it disappears or gets worse. Thus the less 
the average man or woman knows of the early symptoms 
of cancer, the more likely will they be to seek medical 
advice early. This is not very reasonable—but then 
man, especially frightened man, is not a very reasonable 
animal. 

Wednesbury, 

Staffs. 

Sir,—The subtitle, The Psychosomatic Disease, to 
Mr. Donaldson’s article reminded me of a patient in her 
middle seventies who died recently from multiple 
secondaries from a carcinoma of the colon. Her illness 
had been slowly. progressive and she had had an opera- 
tion to relieve the obstructive aspect of it nine months 
previously. On her death bed, although she was unaware 
of the diagnosis, she was quite certain that she knew 


Haze B. BAKER. 


2. Hubble, D. Lancet, 1952, i, 1123. 

* Baird, i. M., ty D. A. Ibid, 1954, ii, 942. 

4. Cappel, D. Hutchison, H. E., Hendry, E. B., Conway, H. 
Bri bat 19 4, ii, 1255. 


5. Pi. 5 R. F., Ellis, H. R. Lancet, 1954, ii, 1245. 
6. Scott, J. M., Govan, A. D. T. Brit. med. J.'1954, ii, 1257. 


when this trouble with wb h she was iyies had origi- 
nated. This, she stated quite categorically, was seven 
years ago when the minister of the church, which she 
had reverently cared for for many years and which she 
had many times scrubbed on her hands and knees, told 
her very gruffly to leave and not to come back. Thought 
of this incident grew in her mind until it was all consuming, 
in much the same way and at much the same time as the 
cancer developed and consumed her body. 

We know that suggestion can remove at least certain 
innocent growths on the skin and can cause “‘ burns ”’ 
without heat. Is it possible that it can also cause abnormal 
growths in the body ? 

In this case I expect my colleagues to agree with me 
that coincidence and the desire to blame somebody for 
one’s troubles are the most probable explanations— but 
I would be interested to hear of any similar experiences. 

Workington. R. N. R. Grant. 
AGAMMAGLOBULINAMIA 

Stmr,—In a review of the literature on agamma- 
globulinemia Grant and Wallace! pointed out that 
human malnutrition is associated with low gamma- 
globulin levels and suggested that this might cause 
increased liability to infection. Some recent investi- 
gations have shown that gamma-globulin levels , are 
usually normal in undernutrition * and normal or high 
in malnutrition.® 4 

We have tried to assess antibody production i in children 
suffering from malnutrition (kwashiorkor). For a variety 
of reasons we were unable to study antibody response 
resulting from antigenic stimuli such as typhoid vaccine, 
diphtheria toxoid, or other substances commonly 
employed for this purpose. We therefore chose iso- 
hemagglutinin levels as an indication of the ability to 
produce antibody. 

Isobemagglutinin levels were determined in 15 severely 
malnourished African children aged eight months to three 
years and in 5 normal controls of the same age-group. All 
titrations were carried out at the same time and on the same 
test cells. The results were as follows : 

Malnourished Children 
Group Anti-A titre Anti-B Group Anti-A titre Anti-B 
‘ oO 1/16 1/32 


° 1/1¢ 

A 1/4 oO 1/2 /4 
A ha 1/128 O 1/64 1/128 
A nf 1/16 | O 1/16 1/16 
A ue 4 | oO 1/8 1/8 
B 1/64 ‘hiaah ie, 1/32 1/32 
B 1/8 AB ve oe 
B 1/16 


Normal Children 
Group Anti-A titre Anti-B | Group A at A titre <> ¥ B 
A of 1/32 O 1/16 1/8 
A ie 1/32 oO 1/512 1/512 
B 1/1 
Gamma-globulin hei ‘i? as determined by paper 
electrophoresis, in the malnourished group were normal 


or high. 

With the exception of 1 of the controls in which the 
titre was much above the average, the isohemagglutinin 
titres in the malnourished children did not differ signifi- 
cantly from those of the controls, or from those usually 
encountered in this population, and therefore did not 
provide evidence of impairment of antibody production. 

In the Medical Research Council report ? it was shown 
that in undernourished populations antibody production 
is somewhat impaired, but not sufficiently to increase 
susceptibility to intercurrent diseases. 

South African Institute for A. ZOUTENDYK 


Medical Research, pf 
Johannesburg. ( fe G. ANDERSON. 
E. KAHN 


Baragwanath Hoepital, 
Johannesburg. H. STEIN. 


° Grant, G. H., Wallace, w. D. Lancet, 1954, ii, 671. 

. Studies of Undernutrition, Wuppertal, 1946— 49. Spec. Rep. Ser. 
med. Res. Coun., Lond. no. 275. London, ow 

3. Anderson, C. G., Altmann, A. Lancet, pee}. 203. 

4. Trowell, H. C., Davies, J. N. P., Dean, R. oe ye 

London, 1954. 
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UTERINE CIRCULATION IN LATE PREGNANCY 


Str,—Dr. Morris and his colleagues (Feb. 12) suggest 
that some trigger mechanism is responsible for the 


sudden onset of eclampsia. The sudden release of cortical 
and medullary adrenal hormones by histamine or 
acetylcholine would be one explanation. 


The primary réle of adrenocortical hormones in the genesis 
of cedema is proved by its appearance, as a side-effect, 
during corticotrophin (A.c.T.H.) therapy of diseases of very 
different sztiology. In these cases, there is no question of a 
reflex mechanism, but only of a hyperfunction of the adrenal 
cortex. Clearly, adrenocortical hormones, such as hydro- 
cortisone, are able to pass through the wall of the capillaries 
and into the cell, drawing with them sodium, serum, and a 
varying quantity of serum-albumin, against the osmotic 
pressure of the serum-proteins. 

Benzodioxane proved to be unreliable in cases of pheo- 
chromocytoma, giving false-negative results.!? The rise in the 
blood-sugar level, which has been repeatedly confirmed, 
is best explained by liberation of adrenaline during the 
preceding attack. Macchiarulo * demonstrated the presence 
of adrenaline in the blood after an attack. Professor von 
Euler has told me that this subject has been investigated in 
New Haven, but so far as I am aware nothing has been pub- 
lished. Medullary hormones are elusive, because they are 
soon destroyed by the mono-amino-oxydase ; in this light, 
the sudden drop in blood-pressure after an attack must be 
explained, and there is a better chance of demonstrating 
medullary hormones if blood samples are taken immediately 
before or during an attack. 


There is indeed some controversy about the question 
if the excretion of urinary corticoids is increased during 
toxemia, as compared with normal pregnancy. The 
methods now in use are unsatisfactory; and more 
specific techniques are being developed (by Nelson and 
Samuels, for example) for hydrocortisone—as many 
believe, the natural cortical hormone. A second objection 
is that most of the cortical hormones are retained in the 
cell out of reach of these reactions. That the adrenals 
are in a state of hyperfunction during pregnancy is 
confirmed by the amount of uropepsinogen excreted 
in the urine; this is increased in all cases of hyper- 
cortism of whatever cause, and during pregnancy.* 

In my opinion, the statistics of Rh-incompatibility show 
that toxemia does occur in miultipare. The histaminolytic 
index, although it rises in pregnancy, may be even lower 
during toxemia than in normal pregnancy ; this makes it more 
probable that, during toxemia, histamine may persist if it is 
produced in large quantities by an allergic reaction. In these 
circumstances histamine will be available to liberate adrenal 
hormones. Lack of histaminase immediately after delivery 
may account for puerperal eclampsia; and lactation causes 
renewed adrenocortical hyperfunction. By the close relation 
of cortex to medulla, a vicious circle may easily result 

Much work is being done on the influence of the adreno- 
cortical hormones on renal function. There is evidence that 
glomerular filtration is influenced by large quantities of 
cortical hormones: serum-albumin passes through the 
walls of the glomerular capillaries into the tubules, and 
proteinuria (also a_ side-effect of corticotrophin) results. 
The renin hypothesis is not generally accepted.' 

Adrenocortical hormones increase sodium loss and reduce 
cedema in nephrosis by suppressing the existing hyperfunction 
of the adrenals and causing atrophy of these organs.® Renal 
ischemia may be caused by freshly liberated noradrenaline, 
which produces generalised vasoconstriction. Histamine, 
or some H-substance, which can be neutralised by anti- 
histamine, is able to do this too, but is at the same time 
responsible for reducing blood-pressure by capillary dilatation. 
In eclampsia hypertension predominates, 

Methacholine (‘ Mecholyl’) can also liberate adrenal 
hormones, and probably acetylcholine too. When much 
acetylcholine is present in the uterine muscles, the capillary 
walls allow red cells to pass. 


1. Fishberg, A. M. Hypertension and Nephritis. 5th ed., London, 
1954; p. 936. 

2. Paschkin, K. E., Rakoff, A. E., Cantarov, A. Clinical Endocrin- 
ology. New York, 1954. 

3. Macchiarulo, O. Arch. Gynaeck. 1935, 159, 666. 

4. Balfour, D. Advanc. intern. med. 1954, 6, 20. 


5. Proce. Mayo Clin. 1953, 28, 659. 
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Neostigmine prevents the hydrolysis of acetylcholine, and 
when, in cases of amenorrhcea, neostigmine injections are 
given on two succeeding days, so much acetylcholine 
accumulates in the uterine muscles that uterine bleeding, 
not true menstruation, follows. 


Is it not possible that abnormally large quantities 
of acetylcholine, the product of some allergic reaction, 
may be responsible for a Couvelaire uterus or accidental 
hemorrhage, with disturbance of the normally implanted 
placenta ? The appearance of the internal organs may 


closely resemble that found in the _ well-known 
Schwartzmann phenomenon. 
Amsterdam. R. SCHUURMANS. 


REACTION TO VITAMIN B,, 


Sir,—The anaphylactoid reaction following the injec- 
tion of refined or crude liver extract is well known, but 
I have not been able to trace in the literature any such 
reaction following vitamin-B,, injections. Recently, 
however, I have seen a patient who has been sensitive to 
vitamin-B,, injections as well as to injections of refined 
or crude liver extracts. 

Briefly, the patient has suffered from pernicious anzemia for 
the past thirteen years. She was treated with various liver 
extracts for eight years and then had a sensitivity reaction 
after each injection. This took the form of a generalised 
anaphylactoid reaction with urticaria of the skin. The treat- 
ment was therefore changed to vitamin-B,, injections and to 
my surprise twelve hours after each injection she suffered 
precisely the same form of reaction as after parenteral liver 
extracts. This happened on numerous occasions. The treat- 
ment was then changed to an oral preparation of proteolysed 
liver (‘ Pabryn ’) and no further trouble has been experienced. 
The blood-count and hemoglobin concentration have remained 
satisfactory on this treatment. 


Dudley Road Hospital, 
Birmingham. 


PHENYLBUTAZONE AS ANALGESIC 


Sir,—Phenylbutazone (‘ Butazolidin ’) is undoubtedly 
a valuable addition to the treatment of rheumatism but, 
like cortisone, it has certain risks. Some years ago its 
use purely as an analgesic was recommended. I have 
followed the method ever since and | find that it is 
greatly appreciated by patients, whether they have 
rheumatoid arthritis or osteo-arthritis. One 200-mg. 
tablet is given night and morning until the pain is relieved, 
but the drug is not given for more than three days. If the 
total of six tablets does not give relief, then phenyl- 
butazone is useless in that particular case. If it is 
successful, however, then after a period of anything from 
a week to a month or longer, whenever the pain recurs, 
the same course may be repeated. 

Another extremely valuable use for phenylbutazone is when 
severe and lasting reaction follows the injection of a dose of 
vaccine. Anti-rheumatic vaccines are of considerable value but 
sometimes, owing to hypersensitivity, they are not tolerated 
even in minimal doses. In such cases, a 200-mg. tablet given 
at the time of the injection, and another the same evening, 
will be found to be successful in preventing reaction. This does 
not appear to suppress the euphoria and relief which normally 
follow a suitable dose. Of 20 hypersensitive cases treated in 
this way over the last two years, none have failed to respond. 


R. O. GILLHEsPY. 


This naturally leads one to speculate on the mode of 
action of the drug. Does it suppress the antigen-antibody 
reaction and thus prevent radical cure or perhaps slow it 
down ¢ I am grateful to Dr. W. 8. Stoddart, of Messrs. 
Geigy, for sending me a quotation from a recent article by 
Fabre and Berger ! in which they show that the antigen- 
antibody activity continues in serum-sensitive animals 
treated with phenylbutazone just as well as in the controls. 
They suggest that the drug in some way reinforces the 
impermeability of the capillaries, quoting the work of 
Franceschetti and Chodos ? who have reported an obvious 





Sem. Hép., Paris, 1955, 30, 87 


1. Fabre and Berger. ° 
Arch. Ophtalmol. To be published. 


2. Franceschetti, A., Chodos, J. 
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diminution of capillary permeability, as tested by the 
passage of fluorescein in the anterior chamber of the eye. 

If now we assume that the manifestations of rheumatic 
diseases are, at least in part, the result of localised 
reactions to an infective factor, then slowing down the 
absorption of antigen should decrease the reaction caused 
by its too sudden.combination with the antibody con- 
tained in the affected cells. 

My thanks are due to Messrs. Geigy for supplying phenyl- 
butazone for trial. 

London, W.1. H. WARREN CROWE. 


OVERHYDRATION AND UNDERHYDRATION 

Srr,—Those who are relatively isolated from advances 
in medical thought and knowledge must be very grateful 
to Professor Bull for his Goulstonian lectures published 
in your issues of April 9 and 16. For me, the lectures 
have vividly clarified the understanding of the basic 
pathology underlying the many diverse conditions 
described. 

To those unfamiliar with the subject (as I am), the 
use of the terms “ overhydration’’ and ‘* underhydra- 
tion’? may, however, be a bit confusing. When referring 
to the intracellular compartment ‘‘ overhydration ”’ is used 
to describe an abnormal excess of water relative to total 
available osmotic activity of that compartment (that 
is, essentially, a state of hypotonicity) ; whereas this 
term, when applied to the extracellular compartment, 
refers to a state of increased volume accompanied by a 
proportionate increase of total available osmotic activity 
(that is, an expansion without change in osmotic tension). 
While no etymological objection can be made to the 
terminology used by Professor Bull, I feel that a slight 
change may make the subject clearer for many readers. 

I would suggest that, for any fluid compartment, 
“‘overhydration’’ be absolutely restricted to those 
states where there is a reduction of the osmotic tension 
of the compartment under discussion—i.e., where there 
is an excess of water relative to total available osmotic 
activity. Where the reduction of tonicity is due primarily 
to a reduction of total available osmotic activity, and 
not to an excess of water, “relative overhydration ”’ 
might, perhaps, be used; and where the reduction of 
tonicity is due primarily to an excess of water “‘ absolute 
overhydration ’’ might be used. Similarly ‘* underhydra- 
tion’’ would be absolutely restricted to those states 
where there is an increase of the osmotic tension of the 
compartment under discussion. If the concept of osmotic 
equilibrium is accepted—that is to say, if it is accepted 
that there is always either zero osmotic gradient or else a 
constant unchanging gradient between the fluid com- 
partments—then it must follow that (using this termin- 
ology) an everhydration of one compartment would be 
invariably accompanied by an equal overhydration in 
the other. 

My suggested terminology now leaves us without a term to 
describe those states classified by Professor Bull under the 
general heading of extracellular overhydration and without 
a term to describe some of those conditions described by him 
as extracellular underhydration. I suggest that when reference 
is being made to changes in the volume of a fluid compartment 
the terms “‘ expansion” and “ contraction ” should be used. 
Where the expansion or contraction is unaccompanied by a 
change in osmotic tension one might, if this were necessary 
for clarity, refer to iso-osmotic expansion or contraction ; 
where the change of volume is accompanied by a change of 
osmotic tension the appropriate prefix hyper-osmotic or 
hypo-osmotic might be used, or, alternatively, the words 
““ with underhydration ” or * with overhydration ’’ might be 
added, preserving the rigid definition of underhydration and 
overhydration given above. 

Thus, for example, severe sodium depletion without restric- 
tion of water intake would lead to a state to be described as 
hypo-osmotic contraction of the extracellular compartment or 
as extracellular contraction with overhydration—an intra- 
cellular overhydration also, of course, resulting. Sodium 
depletion with restricted water intake would lead to an 
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iso-osmotic or hyper-osmotic extracellular contraction or, 
alternatively, to extracellular contraction without or with 
underhydration. 


The advantage of this terminology is that it would 
pin-point more clearly the essential biochemical abnor- 
mality and indicate the appropriate treatment, as the 
following examples show. 

Professor Bull classifies the cedema of congestive heart- 
failure under the general heading of extracellular overhydra- 
tion. This might suggest that the basic abnormality was an 
excess of water and that the correct treatment consisted in 
restricting water intake. Using the suggested terminology 
this condition would be referred to, not as extracellular over- 
hydration, because there is no essential reduction of tonicity, 
but as extracellular expansion. The term extracellular 
expansion would help to emphasise that the cedema could 
only be corrected by removal from the body of some of the 
extracellular osmotic framework (or osmotic stuffing, as Black 
aptly describes it ')—that is, by depleting the body of its 
excess sodium. The term “ overhydration”’ (unqualified) 
would be restricted to those states where there is a simple 
excess of water throughout the body and where treatment 
would consist in withholding water and allowing the patient 
to “dry out.” 

The production of extracellular contraction accompanied 
by intracellular overhydration is a serious risk in modern 
surgical practice. This risk arises from the emphasis at 
present being laid (quite correctly when conditions are 
appropriate) on 4 liberal intake of hypotonic fluids. The 
condition results when a liberal intake of hypotonic intra- 
venous fluid is begun before a severe extracellular contraction 
has been re-expanded. The circulatory renal insufficiency 
prevents the water being excreted, renal function may be 
depressed by the resulting fall in serum-sodium, and the 
patient may die from water intoxication. If the condition is 
allowed to proceed to an extreme degree the only effective 
treatment may be administration of hypertonic saline (e.g., 
5% NaCl solution), a fluid which may not always be readily 
available. 


It cannot be too strongly emphasised that 5% glucose 
solution, when injudiciously administered at the wrong 
time to a severely salt-depleted patient, is a potentially 
lethal fluid. During the past year I have seen several 
surgical patients who have been on routine intravenous 
fluid therapy for some time with serum-sodium levels 
below 130 m.eq. per litra. While several factors have, 
doubtless, contributed to the production of these hypo- 
tonic states (e.g., early postoperative water retention,? 
severe potassium depletion, and ‘‘symptomless hypo- 
tonicity ’’ *), one factor has been a failure to re-expand a 
contracted extracellular fluid volume before giving 5% 
glucose solution. The use of the term “ extracellular 
contraction’ in place of “ extracellular dehydration ”’ 
would help to emphasise the importance of repairing the 
osmotic framework of a contracted extracellular space. 

When I was a student the only intravenous fluid which we 
used was normal saline or glucose in normal saline. While 
this may have prevented us treating or preventing intra- 
cellular underhydration it did, at least, make unlikely the 
production of these very serious states of intracellular over- 
hydration. 

One other point needs to be emphasised with reference to 
extracellular contraction in the surgical patient. This is that 
‘‘in most patients the loss of water is greater than that of 
sodium, relative to the normal Na/water relationship of the 
E.c.F.”* In other words, extracellular contraction in the 
surgical patient is usually hyper-osmotic or iso-osmotic, and 
it follows that the serum-Na level may be valueless in diag- 
nosing the condition.or in estimating the degree of sodium 
depletion which has to be made good. This point is clearly 
implicit in Professor Bull’s lecture, but it is a point that is 
sometimes overlooked, the false assumption being made that, 
because the serum-Na level is normal or raised, saline 
administration is not indicated. 

This letter is little more than a quibble over termin- 
ology. Terminology, however, may be important and I 





1. Black, D. A. K. Lancet, 1953, i, 305, 353. 
2. Le Quesne, L. P. Fluid Balance in Surgical Practice. London, 1954 


- 3. Wynn, V., Rob, C. G. Lancet, 1954, i, 587. 
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feel that there is a need today for one which is accurately 
defined, widely accepted, and reasonably descriptive, so 
that we can describe those water and electrolyte abnorm- 
alities which modern knowledge enables us to diagnose 
from the history and clinical and biochemical findings. 


Tyrone County Hospital, Omagh. W. 8. Davis. 


CANCER RESEARCH 


Sm,—-The time surely has come for a protest against 
the present methods of cancer research. The large sums 
of money expended on the upkeep of the ever-expanding 
wilderness which laboratory workers are creating would 
surely be better spent in building hospitals for patients 
suffering from malignant disease. It is useless for anyone 
who has no knowledge of cancer as it is encountered 
clinically to endeavour to find the cause by experiments 
on animals, 

After long years of research, which have proved 
absolutely fruitless, it is high time that the laboratory 
method of investigation was abandoned. In fact, quite 
a number of these laboratory workers have no medical 
qualifications, while several are not specially interested 
in cancer as @ human disease. Let us get back to the 
bedside and learn the earliest symptoms of cancer so 
that we may operate early and prolong the patient’s 
life at least, if we cannot actually cure him. 

Edinburgh. JAMES BURNET. 


SHOE DESIGN AND THE GREAT TOE 


Sir,—In this correspondence particular emphasis has 
been laid on the effect of shoe shape on the hallux. 
In my store we have perhaps an unusual opportunity for 
observing the effect of shoes on the development of 
children’s feet, for we have a wide variety of British, 
Canadian, and American shoes. Also we see infants 
before the weight-bearing stage and adolescents going 
through the transition from children’s to adults’ footwear. 

I suggest that no conclusive relation between the 
development of a foot and the shoes it wears can be 
obtained unless the condition of the foot at birth and 
before weight-bearing is known. More and more we are 
encouraging parents to let us see their infants’ feet before 
they wear any kind of shoe so that we may be fore- 
warned of possible difficulties that may be the result 
of intra-uterine distortion of the leg and foot and of 
noting the presence of any inherited characteristics. 


Apart from infants born with a degree of hallux valgus, 
there does seem to be some connection between even a mild 
degree of forefoot varus and subsequent realignment of the 
hallux when the forefoot varus persists. We do not usually 
refer to this condition as a metatarsus varus, because it is 
really a complete “ distortion” of the whole forefoot and 
mid-tarsal section of the foot. 

There are two schools of thought regarding what, if any- 
thing, can and should be done about this type of foot, which 
we see in ever-increasing numbers. One practice is to put the 
foot into a shoe having a similarly “‘ inswung”’ forepart ; 
this seems to be a definite trend among British shoe-designers. 
The other view is that by stretching the foot in abduction and 
wearing shoes designed to provide the same amount of 
traction, the foot will revert to its normal alignment and 
consequently be less susceptible later to the influences of 
* out-swung ”’ shoes. 

Our experience of both methods is that the “ inswung ” 
shoe merely encourages the adducted position of the forefoot 
at a time when the foot is beginning to “ set.””’ When the child 
can no longer obtain such shoes, the change to conventional 
“ outswung”’ is even more drastic, and distortion of the 
phalanges. seem unavoidable. Even if manipulation of the 
adducted forefoot is not carried out, the wearing of straight- 
lasted shoes, designed to direct the forefoot in a straight line, 
starting from the heel forward through the midtarsal section 
and finally at the head of the first metatarsal, gives some 
assurance that by the age of four the basic structure of the 
foot is as close as possible to what is generally accepted as 
“* normal.” 


‘ 
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That shoes do influence foot shape appears inescapable. 
The question seems to be “ how much minor distortion 
of the toes can be tolerated without causing dys- 
function ?”’ It is unrealistic to assume that the public 
will ever accept the principle of ‘‘ sensible ’’ shoes for any 
worth-while period. 

I would like to mention the tremendous following here 
in Canada for the work of Mr. Denis Browne. I wish that 
more attention was given to minor congenital foot 
abnormalities attributed to intra-uterine pressures. If 
these conditions were recognised from the start, and 
measures taken to correct them, a large proportion of 
foot and shoe troubles would disappear. 

Kiddies’ Shoeland, 


North Vancouver, 
British Columbia. Roy ARNOLD. 


HALLUCINOGENIC DRUGS 


Sir,—Professor Elkes and his colleagues have called 
attention in their letter ot April 2 to the dangers of 
treatment with lysergic acid diethylamide (LSD 25). 
Little has been published about the delayed reactions, 
the report by Sandison et al.t being a notable exception. 
I should therefore like to record my interim findings of 
some of the phenomena. Although they are based on 
limited experience, they may serve as a warning, and the 
problems involved call urgently for investigation. 


The 8 patients in this series received LSD orally in doses of 
50-500 y while fasting. An interval of at least seven days 
separated doses after the trial ones, Patients were allowed to 
react with the minimum of interference necessary to prevent 
injury or accident. Accounts of experiences were obtained 
late on the day of administration in some cases, but it was 
found better to get written reports later and supplement them 
by oral discussion. 

Experience during the acute phase followed the usual 
pattern, but personal experience was dominant, colouring 
even the early toxic hallucinatory patterns; sometimes 
dream-like situations were acted out violently, leading on 
from dreams before treatment began, and calling for protective 
measures. 


Experiences more than twenty-four hours after the 
administration of LSD could be grouped as follows : 


(1) Mood swings similar to those under acute drug treatment 
occurred two or three days later. It was not always possible 
to correlate these with environmental events. Both depression 
and euphoria occurred, the latter being often the less obvious 
and insidious in its effects. 

(2) Regression to childish behaviour without other changes 
—e.g., playing boats in the bath with the soap-dish for a 
quarter of an hour before realising that this was unusual. 
This was noted first nearly a week after taking any drugs. 

(3) Visual hallucinations took several forms : (a) Regression 
to childhood : visual hallucinations, solid and coloured, of 
objects detached from their context—e.g., a stepladder, or an 
elephant sitting on a tub. These sometimes later built up into 
complete episodes, and were dated on the completion of the 
episode. (b) Complete episodes, with auditory and visual 
hallucinations, usually growing from (a), and accompanied by 
appropriate affect. Development of experience had a compul- 
sory quality, directing the attention, and excluding all else. 
(c) Hallucinations of fantasy, comparable to dreams, particu- 
larly some “ archetypes.”’ (d) Hallucinations of small animals 
—crabs, cats, and insects. (e) Hallucinations of thought con- 
tents in images—e.g., a parade of various suicidal implements. 

It is doubtful whether (d) and (e) were due to LSD. (d) was 
more like the familiar toxic type of hallucination, and occurred 
after heavy sedation with barbiturates and insomnia. (The 
patient insists that the hallucinations were similar to those 
in acute LSD intoxication.) They did not clear up with 
‘ Parenterovite,’ while the motor symptoms of barbiturate 
overdose did. (e) occurred in a hysteric who had previously 
demonstrated a considerable capacity for visual projection. 
In general it has been considered safer to accept as part of the 
LSD reaction, only experiences clearly. related to personal 
experiences, continuing previous dream material, or events 
in the acute intoxication. 





1. Sandison, R. A., Spencer, A. M., Whitelaw, J. D. A. J. ment. Sci. 
1954, 100, 491. 
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(4) Auditory hallucinations have been included above as a 
part of complete episodes. Another form is the hearing of 
music, often later related to emotions associated with earlier 
experiences. 

(5) Body image and time changes.—It was difficult to separate 
the feeling that the body was smaller from the idea that the 
age was younger. In some cases age seemed different without 
the sensation of bodily change ; in others both were changed 

-i.e., the patient felt smaller, age two, and could not talk to 
adults. But I have not yet seen a regression to childish speech 
and behaviour. 

(6) Illusions and misinterpretations are mixed with hallu- 
cination, and may lead into it. Objects change in shape, and 
become meaningful images of past events; or change into 
hallucinations of associated ideas. Thus a pair of stork vases 
changed into babies. Other experiences were more within 
normal range—e.g., a plant against a shed appeared in the 
dark like a white unicorm. 

(7) Somatic changes included subjective sensations of swell- 
ing of the hands. Erythema of the fingers, previously noted 
in one patient, changed in character as relevant material 
emerged. Objectively, swelling and discoloration of one 
knuckle followed an hallucinatory experience of violence by 
the mother (this was confirmed by the patient’s husband). 

(8) Time and space.—Quite early in treatment one patient 
recognised that her judgment of speed was unreliable, and 
she would not cross roads when vehicles were in sight. This 
persisted for long periods, At least during the more violent 
phase of abreaction time was indefinite. Preoccupation or 
absentmindedness may persist for weeks; a patient may 
allow a bus to draw up and depart, and then realise that she 
has missed it. 


As for the time relation of delayed reactions in rela- 
tion to the ingestion of the drug they may continue the 
next day, but in 1 case they were entirely inhibited for 
five days. 

Mood swings may occur at any point in treatment, even 
with lower doses. Hallucinations and related experiences have 
been noted only after repeated heavy doses. They have been 
sporadic after 300 y or higher doses, the lowest point at 
which continuous abreaction occurred was after a total of 
1000 y in three doses, following a break in treatment of 
three weeks. Continuous abreaction has followed 1200 y 
in three doses after a break of several weeks. The continu- 
ous reaction may occur without preliminary and more brief 
delayed reactions. In one case a further 1000 y in three doses 
was needed to establish a continuous reaction. : 

In 1 case reactions continued for three weeks; treatment 
with chlorpromazine was then started, and it appeared to 
control further reaction. It is important to bear in mind that 
the patient’s statement that reactions have ceased is not 
reliable: they may begin again after an apparent return to 
normal. I could not at present put a limit to the time during 
which delayed reactions may appear. 

The factors which may 
include ; 

(a) Interference.—Over-solicitous attention during the acute 
phase upset 2 patients who ‘could not let themselves go.” 
Both had reactions next day similar to those they would have 
had, but they controlled these to some extent. In the light 
of this experience it may be necessary to reconsider results 
obtained by inquiry and tests during acute intoxication. 

(b) Voluntary control_—A patient apparently managed to 
inhibit all reactions for five days after her last dose, to prove 
that she was fit to go home. Others report that they can exert 
a limited control after the acute intoxication is over, in 
company, but must let go later. Hallucinations are often 
overwhelming ; they can be prevented to some extent by 
other occupations, but recur in intervals of relaxation, and so 
interfere with sleep. 

(c) Dosage.—2 patients who had continuous reactions had 
prolonged treatment with doses of 200-400 y over several 
weeks. The total doses were 4250 y and 1900 y respectively. 
But both had a break of three or more weeks during treatment. 


affect delayed reactions 


In the management of delayed reactions, heavy seda- 
tion with barbiturates proved useless for stopping the 
process, though it appeared to ‘‘ cushion’ some of the 
experiences. This was possibly due to these patients 
having previously had prolonged barbiturate narcosis, 
and also barbiturates as sedatives at other times. 


“cc 
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Paraldehyde (5 ml. intramuscularly) gave some sleep, but 
it was inadequate alone or with bromide. Methylpentynol 
(‘ Oblivon ’) gave rather better results with bromide. Potas- 
sium bromide (gr. 20 t.d.s.) appeared useful as a basic sedative. 
The best results were obtained with chlorpromazine (50 mg. 
intramuscularly) (a personal communication from Dr, Sandison 
suggested this, since chlorpromazine reverses electro-encephalo- 
gram changes due to LSD). We have not yet been able to 
demonstrate this effect in the E.£.G., but we are not yet sure 
that E.E.G. changes persist in the delayed continuous reaction. 

It may be useful to summarise the possible dangers : 

(1) In mood swings the dangers of depression are obvious ; 
and euphoria may be also embarrassing. 

(2) Time and space distortion are an obvious danger in traffic. 

(3) Hallucinations are perilous out of doors and socially 
embarrassing. 

(4) Insomnia is a great difficulty ; reactions are particularly 
likely to occur when relaxing for sleep. 

(5) Impulsive behaviour, wandering, and absentmindedness 
may all create difficulty. 


Rainhill Hospital, H. ASTLEY COOPER. 
near Liverpool. 


~ Obinary 





HARRY JAMES RAE 
M.C., M.A., M.B. Aberd., D.P.H. 


Dr. Rae, who was formerly medical officer of health 
of the city and‘counties of Aberdeen and Kincardine, 
died in his home in Aberdeen on May 7, at the age of 69. 

He was born in Woodside, Aberdeen, and he graduated 
M.A. from the University of Aberdeen in 1907, and M.B. 
with honours four-years later. After graduation he was 
appointed resident to Mr. John Scott Riddell, at the 
Aberdeen Royal Infirmary, and the help and guidance 
he gave to the students on his ward is still remembered. 
He took the bD.pP.H. in 1914, but before he was fairly 
launched on a public-health 
career, he joined the 
R.A.M.C. For his work with 
a field ambulance in Pales- 
tine he was awarded the 
military cross and was 
mentioned in despatches. 

After he was demobilised 
he resumed his work as 
tuberculosis officer in Aber; 
deenshire, later succeeding 
Dr. Watt as county M.o.H. 
In 1929 he was appointed 
medical officer of health of 
the City of Aberdeen in 
succession to John Parlane 
Kinloch who had been ap- 
pointed chief medical officer 
to the Department of Health 
for Scotland. In 1930 Rae 
became medical office¥ also 
of the county of Kincardine. 
He was also part-time lecturer in public health at the 
University of Aberdeen, a post which medical officers 
of health of the city have always held. 

Thanks to his organising ability and foresight all the 
first-aid posts were ready in these north-east towns 
before the outbreak of war in 1939 ; and his organisation 
never broke down during the eighteen months of heavy 
raiding in 1940-41. 

When the Royal Family were spending their annual 
holiday on Deeside in 1941 he supervised the immunisation 
against diphtheria of Princess Elizabeth and Princess 
Margaret. He was made an honorary physician to 
King George VI and later to the Queen. - 

After his retirement in 1952 he found time and interest 
for fresh responsibilities. For the past two years he had 
been visitor and inspector in public health and social 
medicine to the universities and medical schools for the 
General Medical Council. He was also a past president 
of the Royal Sanitary Association ‘of Scotland and a 
member of the town council of Aberdeen. 

A. U. W. writes: ‘“ The medical practitioners in the 
north-east of Scotland—especially those of the older 
groups—were saddened by the death of Dr. H. J. Rae. 
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His end marks the passing of a great era—the days of 
the medical officers of health who were administrators, 
clinicians, and advisory consultants in all matters 
relating to public health. Though always fully and busily 
engaged in high undertakings, he ‘ never despised the 
day of small things’; and his kindness and ready help, 
always so quickly and so courteously given to the 
country general practitioners, were significant of the 
true nobility of his character.” 

Dr. Rae is survived by his wife, two sons, and two 
daughters. One of his sons is Dr. W. J. W. Rae of 
Aberdeen, and a daughter is Dr. Isobel Margetts of 
Nottingham. 

JOHN LOWE 
C.B.E., M.C., M.D. Birm., F.R.C.P. 

Dr. Lowe was medical secretary of the British Empire 
Leprosy Relief Association for just over a year, but he 
brought to his appointment many years of clinical 
experience in India and Africa. His death on May 13, 
at the age of 57, is a loss to the campaign against leprosy. 

He was born in 1898, and he went straight from King 
Edward’s School, Birmingham, into the Army to serve 
in France throughout the first world war. He rose to the 
rank of captain in the King’s Own Lancaster Regiment 
and won the M.c. He returned to study medicine at 
Birmingham University and graduated M.B. in 1922. 
The next year he went to India as a Methodist medical 
missionary to the leprosarium at Ditchpali in the Nizam’s 
dominions. There he also studied malaria, on which he 
later wrote the thesis which gained him the M.D. in 1937. 

In 1932 Lowe joined the research staff of the Calcutta 
School of Tropical Medicine, and three years later when 
Muir retired he succeeded him as head of the leprosy 
department. In 1943 he was appointed to the chair of 
tropical medicine at the school, but in this post he still 
maintained his interest in the leprosy department. 

The previous year he had been appointed assistant editor 
of the Indian Medical Gazette, and in 1943 he succeeded 
Dr. Everard Napier as editor. The introduction of the 
sulphone drugs led him to return to clinical work, this 
time in Africa. On leaving India in 1947 he was awarded 
the Kaiser-i-Hind gold medal, and the same year he 
took the M.r.c.P. For the next six years he was in 
charge of the research unit of the leprosy settlement at 
Uzuakoli in Nigeria. The pioneer work which he did 
there on the essential action of the basic substance, 
dapsone, was of the greatest practical importance. When 
he retired in 1954 he was appointed c.B.E. and elected 
F.R.c.P. On his return to this country he took over the 
medical secretaryship of B.E.L.R.A. and the editorship 
of the Leprosy Review. 

L. E. N. recalls that his first association with Lowe was 
through a paper submitted for publication. *‘ This paper, 
which was on pellagra among leprosy patients in an 
institution in the Deccan where he was at that time 
working, showed him to be an astute observer and a 
clear thinker; this first impression was confirmed 
constantly throughout my association with him. As an 
editorial colleague, he was most refreshing ; his fearless 
criticism gave one great confidence, for one knew that one 
would not be allowed to get away with little unorthodoxies 
if he considered them beyond the pale of respectable 
medical writing. He himself was a facile and clear 
writer. 

‘Perhaps his most outstanding characteristic was 
that he was a great debunker, but he was always careful 
how he did his debunking. Though a good Christian 
and closely associated with the missionary movement in 
India for many years, he never allowed his zeal to cloud 
his judgment. In his early days he confided in me that 
he did not believe that the antileprotics then in use had 
the slightest direct effect on the course of the disease, but, 
though he desisted from joining the chorus of praise at 
that time showered on these ineffective drugs, he with- 
held his active criticism; he knew that faith in these 
drugs was the corner-stone of leprosy work throughout 
the world, and that to shake it publicly would do untold 
harm, not only to hundreds of thousands of leprous 
patients, but to the whole movement. When he took 


over from me as professor of tropical medicine, he was, I 
know, thankful to get some respite from this work and 
the conflict that it must have engendered within him. 
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Later, with the advent and development of the sulphones 
he saw new hope and readily returned to whole-time 
work on leprosy with—one should add—considerable 
effect ; it gave him further opportunity for debunking 
into which this time he could put his whole heart.” 

P. M-B. writes: ‘‘ Lowe was a stocky, solid, reserved 
man holding strong convictions. His rather stern 
personality was an outward mask and concealed a spirit 
of great worth and determination. His outstanding cour- 
age was shown when once he was stricken down with 
paralysis during one of his periods of leave from India 
and had for some time to live in an iron lung. Fortunately 
his determination carried him through and he made a 
complete recovery. He was one of those good Christians 
who devoted their lives to the study of leprosy without 
making any great outward show about it—and, indeed, 
he will long be remembered for the good original work 
that he had done to alleviate this disease. It was Lowe 
who made the assessment of the long-term treatment 
with D.pD.s. possible ; it was he, with Dharmendra, who 
standardised the antigen for the Mitsuda reaction and 
put it on a rational basis for diagnosis; it was he who 
enthusiastically took up the question of B.c.G. inoculation 
into the study of leprosy and indicated its probable 
prophylactic action. Indeed all Lowe’s writings, and 
there were many, were of a high order and contributed 
much solid material.” 

Dr. Lowe leaves a widow and two sons, both of whom 
are doctors. 


CLAUD FRANCIS FOTHERGILL 
M.A., M.B. Camb. 


Dr. Fothergill, who died on May 6, at his home at 
Chorley Wood, was well known as doctor, churchman, 
and Alpine climber. 

He was born in 1878 at Tunbridge Wells and he studied 
medicine at Emmanuel College, Cambridge, and Guy’s 
Hospital. After qualifying in 1906 he was accepted as 
a candidate by the Church Missionary Society, but an 
accident, while operating, led to septiczemia and ill health 
kept him in this country. In 1907 he settled in practice 
in Chorley Wood. His interest in neurology and psycho- 
logy was fostered by his experience in the 1914-18 war 
and he became a consultant for shell-shock cases to the 
Ministry of Pensions. For a year he was also in charge 
of the neurological department at Guy’s and he later 
was in charge of a psychological clinic of the Ministry 
of Pensions and neurologist to the Ministry’s central 
appeal board. He also had a private consulting practice. 

Outside his medical interests he gave much time and 
energy to the Camps and Tours Union, and he himself 
led nine parties to the Holy Land. He also made 
extensive tours in this country to lecture to schools and 
churches on these visits. He was an enthusiastic moun- 
taineer, a member of the Alpine Club, and a vice-president 
of the Association of British Members of the Swiss 
Alpine Club, and he led many of the mountaineering 
tours of the union, especially to Switzerland. 

C. M.-D., who will always be grateful to Fothergill 
for introducing him to Switzerland, writes: ‘‘ Fothergill 
was a first-rate climber, so much so that I doubt whether 
there is any major peak in the Alps that he has not 
ascended. When climbing he always wore a stiff collar 
even on the most severe ascents maintaining that this 
kept him cooler and gave ventilation to his neck. No 
matter how exhausted any climber might be, Fothergill 
always forbade alcohol as a stimulant, for he found that 
sugar was more effective and more prolonged in its 
action. My outstanding memory of him was that of 
his practical Christian and evangelical faith. There 
never was a more fervent or zealous preacher of the 
gospel. His message was always from the Bible and, 
like Billy Graham in this generation, whenever he spoke 
at a meeting the substance of his address was ‘ The 
Bible says.’ The private parties that he took to Switzer- 
land always ended each day with prayers and an address, 
more often than not by Fothergill himself. 

“The last time I met him was immediately after the 
war, when we had been denied our annual visits to 
Switzerland for so many years. We each took a large 
party out the moment Continental travel was permitted 
and we shared the booking of a special train. On that 
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occasion he was just the same Fothergill as I knew 
twenty-five years before—a trifle older perhaps but 
otherwise exactly the same—even to the stiff collar.” 

In 1908 Dr. Fothergill married Enid Annesley, daughter 
of the late General John Gell. She survives him with 
twin sons and a daughter. 


ETHEL CASSIE 
O.B.E., M.D. Edin., D.P.H. 


ALTHOUGH an outstanding administrator, Dr. Ethel 
Cassie did not have a bureaucratic mind, and her achieve- 
ments in the Birmingham maternity and child-welfare 
department were the result of an imaginative vision 
combined with a deep and genuine sympathy for the 
problems of the working-class mothers and an under- 
standing of their needs. 

She was born in 1882 and graduated M.B. in the 
University of Edinburgh in 1906. Her interest in social 
and preventive medicine was early aroused and the 
following year she took the D.pP.H. Later she became 
medical officer of health for the county burghs of Clack- 
mannanshire. In 1921 she was appointed assistant 
medical officer of health for maternity and child welfare 
for Birmingham. 

With the sympathy and support of her chief, Sir John 
Robertson, she began her pioneer work. During the next 
twenty years 25 welfare centres were opened, 13 of them 
in specially constructed model buildings. A_ babies’ 
hospital with some 90 beds and a convalescent home for 
mothers and babies were also opened. Her book on 
Maternity and Child Welfare was published in 1929. 
During a visit to the United States she made a study of 
premature babies, which led in 1930 to the opening in 
Birmingham of a ward for premature babies—now known 
as the Sorrento unit. In 1935 she introduced the 
Birmingham foster-mother scheme, the first of its kind 
in this country. In the early years of the late war she 
opened 80 day nurseries and 6 residential nurseries for 
the children of war-workers. For her services to maternity 
and child welfare she was appointed 0.B.E. 

A colleague writes: ‘‘ At the time of Dr. Cassie’s 
appointment to Birmingham the health visitors were 
pioneer workers, who shared her enthusiasm and whole- 
heartedly devoted themselves to carrying out her idea 
that the welfare centres should be places where mother 
and child would not only receive advice and health 
education but feel happy and at home. There was much 
of the artist in her nature and she insisted that the 
centres should not only be useful, but beautiful, a fact 
which the mothers appreciated. It was a source of regret 
to her that, with the growth of her department, her 
administrative work increased so much that she was 
obliged to give up her clinical work and lose the personal 
contact with mothers and children which she so greatly 
valued. But she never lost her interest in clinical medi- 
cine; it was, perhaps, her ability to see disease as a 
product of environment which turned what might have 
been an outstanding physician towards preventive 
medicine. She leaves behind a memorable record of 
service to women and children.” 

Dr. Cassie retired in 1943, owing to ill health, and she 
died on May 6 at her country home in Oxfordshire. 


Appointments 


Moyte, I. R., M.A. Camb., M.R.C.S., D.M.R.D.: consultant radiologist, 
Plymouth clinical area. 


East Anglian Regional Hospital Board: 
ApAM, JOHN, M.B. Aberd., D.M.R.D.: registrar in radiology, 
Norfolk and Norwich Hospital. 
PENCHEON, J. M., M.B. Leeds: registrar in psychiatry, Hellesdon 
Hospital, Norwich. , 
Soiru, M. BE. N., L.M.8.8.A.: E.N.T. registrar, Norfolk and Norwich 
Hospital, and Jenny Lind Hospital, Norwich. 


Hospital for Sick Children, Great Ormond Street, London 

Corrom, D. G., M.c., B.M. Oxfd, M.R.c.P.: house-physician. 

DONNISON, AILEEN B., M.B.Camb.: resident M.o., Tadworth 
Court. 

FRIEDLANDER, LOUIS, M.B. Witw’srand, M.R.C.P., D.C.H.: asst. 
medical registrar. é 

FRITH, KATHLEEN A. M., M.B. Lond., F.R.c.8.: senior surgical 
registrar. , 

GARRATT, ANN, M.B. Lond., D.o.: part-time senior registrar, 
ophthalmic department. 

WILKS, JOHN, M.B. Lond., F.R.c.s.: senior surgical registra 
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Notes and News 





SOCIAL CLUBS FOR EPILEPTICS 


MANny epileptics, capable of leading normal lives, are shy 
of mixing with people because they have for so long met with 
public prejudice. To help them the British Epilepsy Associa- 
tion is starting a chain of social clubs. Four clubs have 
already been opened in London and there are also clubs in 
Birmingham, Salford, and Sheffield. 

The South London Social Club (54, Ormiston Road, West- 
combe Park, S.E.10) is open every Monday from 6.30 P.M. 
until 10 p.m. to men and women of all ages. Indoor games 
vary from cards to billiards; refreshments are served free, 
save for a voluntary collection, and there is no entrance fee 
or subscription. The other clubs in London are: the North 
London Social Club, L.C.C. Welfare Centre, Corsica Street, 
Highbury, N.; the Chelsea Club, King’s Mead, Sydney Street, 
Chelsea ; the Bethnal Green Social Club, Eastbourne House 
Youth Centre, Bullards Place, E.2. 

The clubs are growing steadily but they need the support 
of epileptics and their friends. Further particulars may be 
had from the association, 136, George Street, London, W.1. 


PRE-WAR DIETS 

A REPORT lately published ' records the details of the diets 
of 1352 families in the United Kingdom in the years 1937-39. 
Only those families with children were selected for study ; 
but they were representative of the economic conditions of the 
time, and the results are analysed for six different economic 
groups classified on average expenditure on food per head 
per week. The survey was planned by Lord Boyd Orr and it 
confirms and strengthens the conclusions set out in his book, 
Food, Health and Income, published in 1936. A preliminary 
report of the findings was available early in the war. 

In a preface, Lord Woolton, our war-time Minister of Food, 
pays tribute to the work of Boyd Orr and his colleagues in 
providing essential information on which the food policy 
of the country was based. The report, he says, is “‘ a unique 
record ; unique, because it profoundly affected the life of a 
nation during a world conflagration.”’ Fifteen years on, 
the report is necessarily mainly of historical interest. In 
45 well-set-out tables there are records of the foods con- 
sumed, analyses of the diets in terms of nutrients, and heights, 
weights, cristal heights, and hemoglobin levels of the children. 
There are also details of the incidence of certain clinical 
conditions amongst the children such as chronic upper 
respiratory catarrh, knock-lenee, skeletal deformities, otitis 
media, pyogenic infections, and bronchitis. 





University of Birmingham ; 
Dr. A. G. W. Whitfield has been appointed chairman of the 
board of graduate studies from Oct. 1. 


University of Dublin : 

On May 12 the following degrees were conferred : 

M.D.—Margaret K. B. Knox, E. du P. Meiring. 

M.B., B.Ch., B.A.O.—®. R. D. Black, Jean R. Ellis, A. C. A. 
Hempel. 
Royal College of Physicians of London 

On Tuesday, June 21, at 5 p.m., at the college, Pall Mall 
East, S.W.1, Dr. K. M. A. Perry will give the Ernestine 
Henry lecture on Pulmonary Disease associated with Metallic 
Oxides. 


Royal College of Surgeons of Edinburgh 

At a meeting of the college held on May 11, with Prof. 
Walter Mercer, the president, in the chair, the following were 
admitted to the fellowship : 

L. I. Burt, Priya Brata Chakravarti, B. L. Cornish, Michael 
Dinner, W. G. de Haas, Sin-Yang Fang, P. C. Grayson, A. A. Gunn, 
T. B. Hogarth, Michael Katzen, Myron Lange, J. A. MacDougall, 
T. J. MeNair, Maung Kyaw Maung, I. G. Najm, R. L. Plowman, 
A. E. Richardson, E. R. Rosenberg, E. J. Sanders, 8S. R. Shar, 
Jack Stevens, T. J. Thwaite, J. B. Walker. 

Society for Endocrinology 

On Tuesday, May 24, at 5 p.m., at 1, Wimpole Street, 
London, W.1, Dr. A. Lacassagne (Paris) will give a lecture on 
Endocrine Factors concerned in the Genesis of Experimental 
Mammary Carcinoma. 
1. Family Diet and Health in Pre-war Britain. A Dietary and 

Clinical Survey. Report to the Carnegie United Kingdom 
Trust from the Rowett Research Institute. 1955. Pp. 164. 
Obtainable free from the Carnegie United Kingdom Trust, 
Comely Park House, Dunfermline, Fife. 
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Royal College of Surgeons of England 

At a meeting of the college on May 12, with Sir Harry Platt, 
the president, in the chair, the following were admitted as 
elected fellows: Dr. R. D. Langdale Kelham (Roehampton), 
Dr. L. 8. Debenham (Scarborough), Prof. J. McCunn (Royal 
Veterinary College) and Dr. Gwen Hilton (University College 
Hospital). 

Dr. L. C. Thomson was appointed as the first Edridge- 
Green lecturer, and Prof. Geoffrey Hadfield and Dr. Leslie 
Foulds were appointed as Imperial Cancer Research Fund 
lecturers. Dr. J. M. French was awarded a Mackenzie 
Mackinnon research fellowship. The Begley prize was awarded 
to Malcolm Swann. 

Licences to practise were conferred on the candidates 
named in the report of a comitia of the Royal College of 
Physicians (Lancet, May 7, 1955, p. 978) and on N. A. Waring, 
who have passed the final examination of the conjoint board. 
A diploma in child health was awarded to the candidate named 
in the same report. 

Diplomas of fellowship in the faculty of anesthetists were 
granted to the following : 

P. J. Horsey, M. D. Mehta, France Brun, 


A. V. Jenkins, William 


Brooks, Betty R. Warltier, Lamb, P. D. Kempthorne, 
B. L. Day, G. G. Harrison, A. G. MacKinnon, H. P. Penn, D. B. 
Scott, L. M. V. Attygalle, G. W. Black, Peter Hall, A. M. Reid, 


Peter Stuart, I. D. Campbell, Brenda M. Dempsey, Margaret M. 
Fitzgerald, P. J. Roffey, Rosemary A. Fraser. 
Tribute to Professor Vining 

On May 6, in the children’s ward of the Dewsbury General 
Hospital, members of the consultant and nursing staff and 
local general practitioners entertained Prof. C. W. Vining 
when a plaque was unveiled to commemorate his work as 
pediatrician to hospitals in the district from 1930 to 1953. 


London A.nateur Boxing Association 

A meeting of the medical officers of this association is to 
be held at 69, Victoria Street, Loadon, S.W.1, on Tuesday, 
May 24, at 8 p.m., when Mr. A. Rugg-Gunn will speak on 
eye injuries. The meeting is open to all doctors. 


World Health Assembly 

The eighth World Health Assembly opened in Mexico City 
en May 10. Dr. Ignacio Morones Prieto, minister of health 
and welfare of the government of Mexico, was elected 
president ; and Dr. 8. Al Wahbi (Iraq), Dr. J. Gratzer 
(Austria), and Sir Arcot Mudaliar (India) were elected vice- 
presidents. 


Grants for Research on Leukemia 

The Robert Roesler de Villiers Foundation of New York 
will shortly make grants-in-aid (maximum about £350) in 
support of research on leukemia. Investigators in the United 
Kingdom should apply to the ae eee of physic, 
University Department of Medicine, Tennis Court Road, 
Cambridge, before June 15. 


Secondary School for Spastics 

The National Spastics Society has opened a secondary 
school for spastics at Dene Park, Tonbridge, Kent. The 
school, which will be known as the Thomas Delarue School, 
will take 18 children this term, and it is hoped eventually to 
accommodate 45 handicapped boys and girls. Education up 
to general-certificate level, combined with treatment, will be 
provided. A second school will be opened on May 11 in 
Cardiff. The society hopes to open three more schools this 
year. Further information may be had from Mr. C, Pritchard, 
National Spastics Society, 28, Fitzroy Square, London, W.1. 


Harveian Society of London 

The society's Buckston Browne-Gray Hill dinner at the 
Royal College of Surgeons on May 13 was a medicolegal 
occasion. Sir Fred Pritchard, Q.c., proposing The Society, 
hoped for closer ties between the two professions, and he 
looked forward to the time when this friendly coéperation 
would make a substantial contribution to improving the lot 
of the people for whom laws were made. He referred especially 
to the rules about the law of insanity which had held good 
(or bad, many would say) for so long, and which would 
continue to do so unless the two professions got together to 
change them. In his reply, Mr. A. Dickson Wright, the 
society's president, reinforced Sir Fred’s call for a more 
effective liaison between Medicine and the Law; and later 
Mr. H. Edmund Davies, Q.c., added his counsel in support 
of the case. Mr. Davies was replying to a warm welcome 


extended to The Guests by Dr. D. Geraint James. 
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Mental Hospital as a Therapeutic Community 

A weekend course on this subject for psychiatrists, mental 
hospital nurses, education officers, social workers, occupational 
therapists, and mental hospital staff will be held at Burton 
Manor Residential College, Burton, Wirral, Cheshire, from 
June 3 to 5. Further particulars may be had from Dr. Isaac 
Frost, Deva Hospital, Liverpool Road, Chester. 





Dr. Hilda Roberts has received a research grant of £1200 from 
the National Birthday Trust Fund. 


Diary of the Week 


MAY 22 To 28 


Monday, 23rd 


POSTGRADUATE MEDICAL SCHOOL oF LONDON, 
4pm. Dr. A. C. Corcoran (Cleveland) : 
Hypertension. 
UNIVERSITY OF LONDON 
5.30 P.M. (London School. of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Dr. R. J. Huebner (Bethesda) : 
Newly Recognised Respiratory Viruses and the Search for 
Diseases which they Cause. 
ASSOCIATION OF SPORT AND MEDICINE 
(Middlesex Hospital Medical School, Mortimer Street, 
.1.) Mr. Philip Wiles: Athletic Injuries as Seen in the 
Hospital. 
MANCHESTER MEDICAL Society, Medical School, Manchester 
4.30 P.M. General Practice. Dr. W. E. Savage, Dr. Simon Freeman : 
Insomnia. 


Tuesday, 24th 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, 
W.C.2 


Mr. H. G. Hanley: 
(Hunterian lecture.) 
UNIVERSITY COLLEGE, Gower Street, W.C.1 

5.15 p.m. Prof. R. A. McCance, F.R.8.: Metabolism and Renal 

Function in the First Few Days of Life. (C Jushny lecture.) 
Str. Mary’s HosprraL MEDICAL ScHoon, Paddington fom 
5 p.m. Dr. Corcoran: Evaluation of Antihy santansies Drugs. 
WRIGHT-FLEMING INSTITUTE OF MICROBIOLOGY, St. Mary’s Hospital 
Medical] School 


Ducane Road, W.12 
Current Developments in 


BRITISH 
8 P.M. 
Ww 


Lincoln’s Inn Fields, 


5 P.M. Surgery of Male Subfertility. 


5 p.m. Lord Stamp: Action of Bacterial Enzymes on Immunising 
Antigens. 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.C.2 
5.30 pM. Dr. W. N. Goldsmith: Skin Lesions in Metabolic 
Disorders. 


SocrETY FOR ENDOCRINOLOGY 
5 pm. (1, Wimpole Street, W.1.) Dr. A. Lacassagne (Paris) : 
Endocrine Factors concerned in the Genesis of Experi- 
mental Mammary Carcinoma. 


Wednesday, 25th 


POSTGRADUATE MEDICAL ScHOOL or LONDON 
2pm. Dr. J. Anderson: Erythroblastosis and its Impact on 
Pathological Proc “gg 


ROYAL SOCIETY OF MEDICINE, Wimpole Street, W.1 


5 PLM. Comgwatts Medicine. ‘Dr. E. L. Taylor, Prot. A. A. Miles, 
Mr. Bawden: Host-parasitic Relationships. 

5 P.M. Ph tn Dr. W. O. Nelson: Testicular Physiology. 

8pm. Pediatrics. Dr. E. G. L. Bywaters Dr. Bernard 


Schlesinger, Dr. Gerald Thomas: Juvenile ‘Rheumatism. 
Sr. Mary's Hosprrau MEDICAL SCHOOL 
5 P.M. T. N. A. Jeffcoate: Pruritus Vulve. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. Henry Haber: Localised Diseases of the Collagen. 
EUGENICS SOCIETY 
5.30 p.m. (Burlington House, W.1.) Mr. J. A. H. Waterhouse, 
PH.D.: Twins and Genetics. 
MANCHESTER MEDICAL SOCIETY 


4.30 p.m. Pathology. Dr. G. B. Manning: Forensic Medicine. 
BIRMINGHAM MEDICAL INSTITUTE, 154, Great Charles Street, 
Birmingham, 3 
8 p.m. Psychiatry. Dr. J. D. Sutherland: Psychotherapeutic 


Provisions in a National Health Service. 


Thursday, 26th 
RoyaL COLLEGE OF SURGEONS OF ENGLAND 
3.45 p.m. Dr. H. Stansfield: Visual Pathway. 
tration.) 
POSTGRADUATE MEDICAL ScHoOoL OF LONDON 
4 p.m. Dr. Edwin Clarke: Epilepsy. 
INSTITUTE OF DERMATOLOGY 


(Arnott demons- 


5.30 pM. Dr, J. O. Oliver: Blood Coagulation. 
NUFFIELD ORTHOPDIC CENTRE, Wingfield-Morris Orthopedic 
Hospital, Oxford 
8.30 p.m. Prof. J. Trueta: Reflections on Bone Growth after 
Eight Years’ Study. 
a oF St. ANDREWS, Medical School, Smali’s Wynd, 
Jundee 


5 p.m. Mr. A. Dickson Wright: Sciatica of the Arm. 


Friday, 27th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2p.m. Mr. J. G. Yates-Bell: Treatment of Hydronephrosis. 
UNIVERSITY COLLEGE 
5.15 p.m. Prof. M. L. Rosenheim: Functional Aspects of Renal 
Failure. (Cushny lecture.) 
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Hypotensive techniques are rapidly gaining 


popularity in certain 





types of surgery because they 
Procure a comparatively dry operating field 
Reduce blood loss 
Save blood transfusions 


Reduce shock 
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‘AREON A PD’ 


trade mark 
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$ ‘Arfonad’, a hypotensive drug discovered in the- Roche 
Laboratories, has a rapid and transient action which 
+ makes it ideal for use by continuous intravenous drip to 
reduce blood pressure during operations. Clinical trials 


+ have amply demonstrated its effectiveness and safety and 


‘Arfonad’ is rapidly becoming the drug of choice for 


hypotensive surgical techniques. 
‘Arfonad’ is now available in 
vials of 250 mg. together with 
s c.c. ampoules of pyrogen-free 
distilled water. 


ROCHE PRODUCTS LIMITED * 15 MANCHESTER SQUARE + LONDON W1 
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He’s an ordinary chap, but he’s just about 
to have the extraordinary experience of 
becoming a father for the first time... just 
one of thousands putting all their hopes 
and all their trust in medicine. 





In great emergencies, in slight injuries, 
in the daily casualties of life — doctors 
and nurses trust B.O.C. equipment and 
B.O.C. gases to help ease pain and save 
lives. 





MEDICAL DIVISION, BRITISH OXYGEN CO., LTD. 


J pha, 


Makers and suppliers of anesthetic, 


MEDICAL DIVISION: GREAT 


Orvso* 


analgesic and therapeutic equipment and gases. 


WEST ROAD, BRENTFORD, MIDDLESEX 
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Always in touch... 


Invaluable time can be saved—not only in emergency but on routine rounds as 
well—when an unobtrusive Pye “Reporter” keeps you in instant contact with your surgery. Fresh 
calls can be relayed to you immediately they are received. 

Pye Radio Telephones are used with great success both by individual doctors and by groups of 
four or five with adjacent 
practices. The fixed station 
apparatus is installed at the 
surgery most centrally placed 
and telephone messages from 
the other surgeries are passed 
by radio to the doctor 
concerned. 

Installations can be 
adapted to suit any need. 


We should be pleased to 





discuss your particular re- 


quirements. 


DE 
Telecommunications 


CAMBRIDGE > | ENGLAND 


PYE TELECOMMUNICATIONS LTD + CAMBRIDGE + ENGLAND 
Telephone: TEVERSHAM 311 (4 lines) 
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I was much too busy to read through 
the letter and it soon got covered up 
by other mail. But that evening I 
found it accidentally clipped to some 
important documents which I had 
taken home to study. 

It was about a new-style dictating 
machine, the Dimafon, which has just 
come on to the market in this country. This letter 
detailed specific ways in which the Dimafon could save " 
10-20 per cent of my time, money and temper—and 50-60 per cent 
of my secretary’s. It asked me to test the Dimafon against any other 
make of machine—to prove for myself which gave the best value for 
money. Suddenly I realised that a good dictating machine 
could be a really useful investment. 

So I decided to see for myself and test the Dimafon for 14 days. 
Results were interesting. My secretary and I figured out that it 
saved us 10/- a day during the trial period; it paid for itself in a few 
months.” 


But why don’t you try the Dimafon yourself for 14 days, without obligation. 
See if it doesn’t save your time, money and temper. It’s so easy. 

Fust write your name and address on the 

white space at the side of this advertise- 

ment; or send your letterhead to :— 


SE Se oS 


> 





27 CRAVEN ST., NORTHUMBERLAND AVE., LONDON, W.C.2 
They will meet you at any time. Their "phone number is TRA 6655 
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Safe, Quick, Effortless 


THE DESOUTTER PNEUMATIC BONE SAW has in the past few years been 
used with notable success by many famous orthopedic surgeons. 

It is quite safe. Because it is a pneumatic tool there is no risk of explosion. 
Though it is a small instrument, weighing only 14 lbs., it has 


ample power and will cut bone grafts with single or double 

















saws with ease. The speed is controlled by the trigger in the 


pistol grip which is very light in action. The considerable 





power of the motor, even at slow speeds, makes the 
insertion of long bone screws very easy and very 


quick, relieving the surgeon of all physical effort 





in such operations as the application of 
onlay grafts and plating work. 

The Desoutter pneumatic bone saw will 
give a lifetime of service with no 
attention apart from an occasional 
oiling. 

Descriptive literature will 


gladly be sent on request. 





Desoutter 
PNEUMATIC BONE SAW 


Desoutter Bros.,Ltd., The Hyde, Hendon, London, N.W.9. Tel: Colindale 6346 (5 lines). Telegrams: Despnuco, Hyde, London 
CRC 14M. 
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Sharp as Gillette 


All the experience gained in producing the world’s 


sharpest razor blades has been brought by Gillette to making 
surgical blades of supreme sharpness and uniformity of edge. 
Working closely with leading surgeons they have modified 
the blade shapes and produced a series which meets all 
requirements. The same degree of care and precision has 
been devoted to making Gillette blade handles, in order to 
ensure absolute rigidity in use. In this way the modern 
techniques of razor blade manufacture have been applied to 
produce a surgical instrument of the very highest quality. 


GILLETTE SURGICAL BLADES 
» 














DIABETIC BEER 


At last, after many years of careful and exhaustive experiments by 
scientists and doctors, it has now been made possible to market a full 
flavoured, high gravity Beer with a very low carbohydrate content. This 
Beer has been specially brewed, matured and bottled in Germany by the 
Holsten Brewery of Hamburg. 


Each bottle bears a copy of the analyst’s report shown below. It is 
suitable for most diabetics and is indistinguishable from any of the foreign 
Pilsners both in quality and flavour. This Beer is also non-fattening and 
suitable for people who do not wish to increase their weight, and is a 
delicious drink when served iced during the warm weather. 


et 





SUGAR ANALYSIS FROM THE DIABETIC 
CLINIC OF A LONDON HOSPITAL 


D “ PILS” ,Holsten-Brauerei, Hamburg. | ts || 
Ihave estimated the sugar content of this Beer with the 
following results :— \\ 


FREE SUGAR (unhydrolised reducing substance) = 0:2 gm. % 
TOTAL CARBOHYDRATE-estimated as glucose = 0-75 gm. % =p E E R- ——_ — 





CARBOHYDRATE CONTENT OF BOTTLE OF BEER 
1 bottle (approximately } pint) of D “ PILS” contains approximately 2 grams carbohydrate. 
+ pint ordinary beer contains approximately 10 grams carbohydrate. 


RETAIL PRICE 2/6 per bottle, delivered—cash with order. 


Trade enqiriesto: PETER PRIME LTD. 


55 Farringdon Street, London, E.C.4. Tel.: CiTy 1731 (6 lines) 
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Purely Psychological 


| We are sometimes told when we 
mention the tonic value of routine 
ultra-violet irradiation, that the 
effect is “purely psychological ”’. 
The only answer to such scepticism 
is that the absorption in the first 
millimetre of skin of radiation of 
such high energy-quantum must, 
by the very laws of photo-chemical 
activity, result in profound physical 
consequences worthy of closer 
consideration. 

On the other hand, it is perfectly 
p true that the psychological effects 


of ultra-violet therapy are very 
great, but the process is not, 
however, one of auto-suggestion, 
because it is through physiological 
processes that the psychological 
benefit is obtained. The impact of 
sunlight, whether natural or arti- 
ficial, on the human skin, sets into 
motion a far-reaching. series of 
photo-chemical and physiological 
reactions, which results in increased 
circulation, deeper respiration, im- 
proved appetite, and deeper sleep. 
No wonder the patient fee/s better. 


Issued by HANOVIA, Slough, Bucks. 
' Specialists in ultra-violet equipment and therapeutic infra-red lamps. 


M202 





BURSON“ 


Surgical Stockings 


Specify “Burson” for 
Two-Way Stretch 


* Uniform tension, easily adjustable 
* Strength at points of greatest strain 
* Lightness and coolness for comfort 
* Expert fashioning for exact fitting 


Burson Elastic Stockings are made from the finest 
* Lastex ’ yarn to give them a special two-way 
stretch. And the complete size range of Burson 
Hosiery ensures a perfect fitting in every case. 









add 











Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a i 
condition appears to result from the lack of an 
individual factor of the group and it is considered 

to give intensive treatment with this factor, 
the entire Vitamin B Complex should be administered 
concurrently. 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


ALLUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins | * 





Have you had your free copy of “ The Therapeutic and Nutritiona 
Value of Brewers’ Yeast”? 
Professional Samples and Prices on request from :— 


ALUZYME PRODUCTS 
PARK ROYAL ROAD, LONDON, N.W.10. 
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. the M&B product is the ether of 
choice for anaesthetic use. It is specially 
prepared, purified, and stabilized for the 
purpose according to Baker’s specification 
—and it is backed by all the resources of a 
firm whose name is known the world over 
as a symbol of quality and reliability in 
fine chemicals. Specify M&B with confidence. 


ANAESTHETIC ETHER =». 


in containers designed for convenience in handling, 
Manufactured by 

MAY & BAKER LTD ~* DAGENHAM * ENGLAND 
wrord 3060 Ext. 220 


AMSOCIATED MOUSES: BOMBAY + LAGOS + MONTREAL * PORT ELIZABETH + SYDNEY 


WELLINGTON 


Hranches and Agents throughout the World 





(Trade Mark) 
Brand of 


POTASSIUM PERCHLORATE 


Inhibits the ability of the thyroid to 
store iodine(1) and is thus of value in 
controlling Thyrotoxicosis and in the 
treatment of hyperthyroidism. 
(1) LANCET 1954,1,749: 
Presentation: Tablets each containing 
200 mg (normal) or 50 mg. 
Packing: Bottles of 100, 500 and 1,000. 


MATTHEWS & WILSON LTD. 


6-8 COLE STREET, LONDON, S.E.1 








The TECOTA Mark 6 


Temperature Compensated Inhaler for 
Trichloroethylene B.P. Analgesia. 


Approved by the Central Midwives Board 





0°5% Trichloroethylene in air maintained 
from 55° F. to 95° F. over wide ranges of 
respiratory rates and tidal volumes. 


Low resistance to breathing. 
Weight only 7 Ibs. 

Size 6}” x 13” x 7”. 

Works in any position. 
Cannot be overfilled. 


Designed and manufactured by :— 


CYPRANE Limited 


HAWORTH KEIGHLEY YORKS. 
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THIN END 
OF THE WEDGE 
FOR FLAT FEET! 






The largest single cause of foot trouble in seen, Inneraze is practically indistinguish- 
childhood—pronation—could easily become able in wear from any of the first-class shoes 
the least. ‘Inneraze’ shoes provide the made for normal young feet by Start-rite. 


complete answer: they apply the wedge 

principle at its most sensible, built into the 
shoe itself. This, together with the buttressed INNERA ZE Shoes 
heel, gives a corrective support that lasts b 

the life of the shoe, unaffected by wear or 

repair. And because the wedge cannot be 


For illustrated leaflet and the names and addresses 
of suppliers, please write to: Managing Director, 
James Southall & Co. Ltd., 34 St. George Street, 


nase Seu, tents CA. Supplied only against medical prescription 











SLU UNV AVADUAHAOUHAUUCLAULUAYONLGLUUUANULHOSUCLUUU ELE UC CURE TE TC 
THE WORLD’S GREATEST BOOKSHOP 


@ * FOR BOOKS* 


Famed Centre For 


Medical Books 


Depts. Music, Stationery, Records, Handicraft Teols 
OS naleartote Magasine Subscriptions, Lending Library. 





























119-125 CHARING CROSS ROAD LONDON wo2 
Gerrard 5660 (16 lines) ¥% Open 9-6 (inc. Sats.) 
Nearest Station :.. Tottenham Court Road 


SyiUINNHNUDILILUUUNN4UU00140000C44U000UN000 A UUOUOOUAHEO EAS LATHAOAA SHOAL UAUAA = 


AKLOREP 





f 
| THE WELL-KNOWN ANTISEPTIC 


= 
= 
= 
: 


(NUUULUOOUANLOUAUULL UNA UL 


+ 
2M 


AGAINST 
! GRAM-NEGATIVE ORGANISMS 




















NIPA Hy (Acid HCI and Pepsin) 
LABORATORIES } Achlorhydria 
sie eneneioes, tna Hypochlorhydria 
; and all associated 
conditions. 





—e 


Sole Distributors for the United Kingdom 
P. SAMUELSON & co 
1, CRUTCHED FRIARS, LONDON, E.C.3 
Telephone : ROYAL 2117/8 


OE ORE ONG 
+ ic eal 


50 tablets 6/6d. (subject) 
500 ,, 58/64. ,, 
Prescribe on E.C.10 
ROBERTS & CO. 
76, New Bond Street, London, W.1 


Soa 















































d GRURIEY CRATES REAR Sa wR 
eee ermumiag 
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LEWIS 


& Co. Ltd. 





H. 
FOREIGN BOOKS 


Continental and American books obtained to order with 
the least possible delay, at the most favourable rates. 


Subscriptions can be accepted for all the leading periodicals 
and serial works, including those published in the 
Eastern Zone of Germany. 


The Science and Medical Departments include a number 
of books issued in the U.S.A. but not published in Great 
Britain. Any book not in stock can be obtained from the 
American publisher provided it is available. 








MEDICAL STATIONERY 


Card Index and Loose Leaf Systems for Book-Keeping 
and Case-Taking. 

Cabinets for N.H.S. Records (Drawer and Trolley types). 
Practitioner’s Loose Leaf Pocket Books. 

Anatomical Rubber Stamps, Notepaper, Prescription 
Sheets, Certificates, etc., supplied from stock, or printed 
to order. 

Hand-painted Shields of the Arms of Universities, Hospitals 
and Colleges, etc. 











136 GOWER STREET, LONDON, 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


W.C.I1. Telephone: EUSton 4282 




















A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


ST. ANDREW’S HOSPITAL frenrac pisoroers 


MENTAL DISORDERS 
NORTHAMPTON 
Presipent : Taz EARL SPENCER 


MepicaL SUPERINTENDENT: THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient menta! disorders or who wish to prevent recurrent attacks of weemtal t trouble ; said pati aay and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological 10 «yo Private 
rooms with i nurses, male or female, in the Hospital or in one of the numerous vil The grounds of the various branches 


can be provi 
WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is oustenet 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special de ents for h ap rete td b bs vige meres including 
Turkish and Russian baths, the prolonged immersion bath, Vic = Douche, — Douc! trical baths, P iéres treatment, 

. There is an O perating Theatre, a Dental Surgery, an Room, Ultravio bee a ‘Apparatus a" Department for 
Diathermy and High: frequency treatment. It also contains eateries ‘he biochemical, hotest and pathologica) 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are s ——_— to the Hospital from the farm, gardens, and orchards of Moulton Park. Cosupetienes 
therapy is @ feature of this branch, patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is booutttal situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of t a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer a The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey 
courts), croquet grounds, golf courses, and bowling greens. and gentlemen 
provided for handicrafts, such as carpentry, © ete. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE : 
can be seen in London by appointment. 


MUNDESLEY SANATORIUM 


den and own dairy in 35 acres 
to the beach 

















unds, lawn tennis courts 
ve their own gardens, 


Northampton 4354 (3 lines)), who 


8 and hard 
facilities are 


MUNDESLEY, NORFOLK 
TERMS FROM 16 GUINEAS WEEKLY (Single Room). Immediate vacancies 
” 9» 14 9» - (Shared Room). Waiting list: approx. 


6 weeks 


Medical Superintendents : 
E. C. WYNNE-EDWARDS 
M.B.(Cantab.), F.R.C.S.(Edin.) 


For all information apply THE SECRETARY 


GEORGE H. DAY 
M.D.(Cantab.) 


Telephone : Mundesley 94 and 95 (2 lines) 
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HEIGHAM HALL, NORWICH CHISWICK HOUSE 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types 

of treatment carried out. Ac dation for Alcoholics and Addicts PINNER, MIDDLESEX 

available. Special Geriatric Unit now open. Fees from 6 gns. per week Telephone: PINNER 234 
upwards according to requirements. —— ae 





ib 





Aoply to Dr. J. A. SMALL Telephone : Norwich 20080 A Private Home for ty & Treatment and Care of Mental and 
————oes *e ~ | Nervous Illnesses in both Sexes. 

BOWDEN HOUSE ‘A modern house, 12 miles from Marble Arch, in attractive 

secluded grounds. Patients treated under Certificate, Tem- 

HARROW-ON-THE-HILL, MIDDLESEX rary or Voluntary status. Modern forms of treatment, 


ncludin, psychothera a analysis, modified insulin, 
BYRon 101! & 4772 | occupational therapy, Patek T., eto 
DOUGLAS MACAULAY, M.D., D.P.M 


Established in 1911 Tel. : 
(Incorporated Association not carried on for profit) 


A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 


Apply: MEDICAL DIRECTOR PARK SANATORIU ™ 
SPRINGFIELD HOUSE (FORMERLY SANATORIUM TURBAN) 














iiiatiin Uihiaibe abi Near BEDFORD DAVOS-PLATZ, SWITZERLAND 
* * First-class house, 5,150 feet above sea-level. Large park and wood 
at For MENTAL CASES (including the aged) belonging to the Sanatorium. Terms for board ae residence, 
Fees from Eight Guineas per week including room, medical treatment, etc., from Fes. 18 per day. 
For forms of admission, &c., apply to the Resident Physician, Prospectus. 
CEDRIC W. BowERr. Medical Superintendent, F. CHARLES, M.D. 








INTERVIEWS IN LONDON BY APPOINTMENT. 








THE MEDICAL PROTECTION SOCIETY umrrep 

















os 
Over 60 years experience in medical defence and protection 
d Complete Indemnity granted to members in cases undertaken on their behalf 
ys 
) ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
d Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 
> 
Vacancies 
ACADEMIC AND EDUCATIONAL Page| Exeter. Royal Devon & Exeter. Jr. Shrewsbury. Eye, Ear & Throat. 
SECTION 43 H. my it 1. ‘0 Hi . ; 51 Sr. H.O. 55 
TRA Heme empsteac West Herts. Jr. Southampton. ‘Roy al South, Hants & 
" oe South-Be Eastern R.H.B H.M. -. Ol Southampton Gen. = &8r. - 56 
5 Admin. M.O.. A poe Ipswic _ “Kast Suffolk & Ipsw ich. Sr. Stoke-on-Trent. North Staite Royal 
m4 >i ony ™ H.0O. 52 Infy. Sr. H.O. oe os 
ANESTHETICS Le amington Spa. Warneford Gen. Wolverhampton Group. H.0. i~ ae 
° Connaught. E.17. Sr. H.O. . 45 Sr. H.¢ 52 , 
Eastman Dental Hosp. & Inst. of Leeds. Public Dispensary & Hosp. GERIATRICS — : 
' Dental Surgery, W.C.1. Sr. H.O. Sr. H.O. 1 .. $52] St. Matthew’s, N.1. Sr. H.O. ne 
or Reg. adie Za é 45 | Manchester U nite d Hosps. Sr. H.O. 54 
; 4 Metropolitan, E.8. Sr. H.O... 46 | Mexborough. Montagu. Locum Sr. ~ me nerves = : A aia 
j Royal National T.N.&E.., we Reg. 47| H.O. .. ry * 3 ., OS ees ee eee. BO... 
; St. Leonard’s, N.1. Sr. H.O. .. 47] Neweastle R.H.B. Sr. Casualty Manchester United Hosps. Reg. .. 53 
Alton Gen. Reg. 7% ee ag, O flicer - ds ee .. 44] INFECT s 
| Ashford, Middx. Reg. es .. 48] Oxford R.H.B. Sr. Casualty Officer 44 se BUS DEGEARES oO 45 
Birmingham R.H.B. Reg .. 48] Rotherham. Doncaster Gate & Neasden, N.W.10. Locum Reg. .. 47 
Bournemouth. Royal ¥ ictoria.. Sr. Moorgate Gen. Locum Sr. H.O. .. 55 | Bristol. Ham Green. Jr.H.M.O. .. 49 
. \ ee : .. 49] Rotherham. Doncaster Gate & Rose- Cardiff Isolation. Sr. H.O a ae 
1 Bromley Group H.M.C. Sr. H.O 49 hill Hosp. Annexe. Locum Sr. H.O. 55 Shampton Chest. Sr. H.O. a 
; Dudley, Stourbridge & Dist. Sr. H.O. 50] Ryde, I.W. Royal I. yf County. Reg. 455 as, 
Kettering Gen. Sr. H.O. : 52] Salisbury Gen. Sr. H.¢ 55 | LARYNGOLOGY AND OTOLOGY 
Kingston, Surrey. Locum Reg. 2] Slough. Upton. H.O. “%e Locum Hi. 0. 56 King’s poe Hos & ——_ aaente 
Leeds R.H.B. Sr. Reg. & Reg. 5 St. Helens & Dist. H.M.C. Sr. H.0... 56 Met. He Ss >. an. ae 
Leeds United Hosps. Reg. .. 53 | Swindon Hosp. Group. 8&r. u.6, ee Hillingdow Middx. ae. ot 5 a ce 
Manchester R.H.B. Cons. .. .. 44] Wolverhampton Group. H.0O. <4. ae MEDICINE 
Manchester R.H.B. Reg. .. .. 53] Channel Islands. Jersey Gen. H.O... 57 : - 
Mid-Kent H.M.C. Sr. H< 53 Bow Group H.M.C. H.O. -- 45 
a North East Met. R.H.B. iter. . 47| CHEST AND TURERCOLOSES Hackney, E.9. Pre-reg. H.O.’s : 45 
, Nottingham Gen. Sr. H.O. ** 54] Brompton, 8.W.3. H.O.’ .. 45] King’s College Hosp. & aes East 
Orpington, Kent. Sr. H.O 54 Highlands Gen., N.21. Sr. H. Oo. S* 45 Met. R.H.B. Sr. Reg. . 46 
Plymouth. South Devon & East Aylesbury. Tindal Gen. H.O. .. 48] Lambeth, S.E.11. H.O. . 2 
Cornwall. Sr. H.O.. 54 | Cardiff United Hosps. Sr. H.O. 50 | Metropolitan, E.8. Pre-reg. H.0.’s.. 46 
Slough. Upton. Loe um Reg. .. 56] Leeds R.H.B. Reg. + .. 52] North East Met. R.H.B. Regs. .. 47 
Swansea. Morriston. Sr. H.¢ _. $6] Leicester. Markfield San. Sr. H.0... 53 Putney, S.W.15. H.O. sé roo. | 
Watford Hosps. Reg “* 57] Redhill & Croydon Group H.M.C. | South Western, 8.W.9. H.O... ‘oT 
Windsor. King Edward VII. Reg... 57 Reg oo on = George-in-the-Fast. E.1. H.O.. 47 
Scotland. " South-Eastern R. H.B. Sr. . James’, 8.W.12. Locum Reg.. 48 
CARDIOLOGY H.M.¢ so St, Leonard’ a es. Se so @ 
Manchester United Hosps. H.O. .. 53] Sheffie i. R.H.B. Reg .. 55 | Woolwich Group H.M.C. : H.O.’ he ‘ = 
4 Swansea. Morriston. “sr. H. Oo. .. 56] Bournemouth. Royal Victoria. 0. 
Gecey oS 9. H.O 45 Bournemouth. Royal Victoria. Reg. 49 
Hampstead Gen. , N.W.3. Sr. H. 0. , poe a ot awry W.C.1. Sr. H.O 48 Bristol. eee Gen. Hosp. Group 
& H.O = 15 osp. for Sic ilid., 1. SP. O. , M.cC. Sr. H.O & H.O.’s .. 49 
King Edward Mem., W.13. Sr. H.O. 45| DERMATOLOGY Chichester n Royal West Sussex. 50 
Prepotitan, Bo. Or HO... go ‘| Acton, W.3. P.-t. Clin. Asst. (G.3 45] colchester HMC. HO. . 50 
. wo. ~ Preece nao N.15. ms - Portsmouth Group H.M.C. Jr. H. Ne 0. 54 | Derby. “ae rbyshire Royal Infy. Pre- a 
St. Leonard’s, N.1. Sr. H. 0. 47 | EAR, NOSE, AND THROAT reg. H.O. <6 
St. Mary’s, Wa. Sr. H.¢ ‘: 47] North East Met. R.H.B. Regs. 47 Dudley, Stourbridge & Dist. Pre- se 
bet yy Child’s, 3 Ww. 1. '#H.0. or St. Charles’, W.10. Sr. H.O. oe ae ° " aig 
Sr. H. ¥ -- 48] Birmingham & Midland Ear & Bast Comparing 55 MC. H.0.  .. 3 
Bedford Sex. Locum Reg. |. .. 48 Throat. Sr. H.O. or H.O... .. 48 | Edgware er H.0.’ a H.O. 51 
Brighton Gen. H.O. 49| Birmingham R.H.B. P.-t. Cons. 44 | Epping. we, a earet ‘s. Pi re Teg. rH 
Bristol. Sou_hmead Gen. Hosp. Group Canterbury. Kent & Canterbury. Sr. Harold Wood, Essex oom _ 7 
M.C. Sr. H.O.’s & H.O. 49 H.O. _. 50] Lford. King George. Pre- reg. H.O.. 52 
Bury & Rossendale H.M.C. Sr. H.O. 49] Doncaster Royal Infy. Sr. i. O. :. 51] Ipswich Group H.M.C. H.0.s . & 
Chester Royal Infy. Jr. H.M.O. |... 50] Leeds United Hosps. Sr. H.C 52| Lincoln. St. George’s. Jr. H.M.O. .. 33 
Colchester H.M.C. Sr. H.O... nA 50] Maidstone. Kent County Ophthalmic Manchester United Hosps. H.O.’s .. 
Douglas. Noble’s Isle of Man. H.O. 50|  & Aural. Sr. H.O. .. 53| Nottingham Gen. Pre-reg. H.O. .. 54 
Dudley, Stourbridge & Dist. Sr. H.O. 50] Manchester United Hosps. H.O.’s .. 53 (continued overleaf) 
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Portemouth Group H.M.C. Pre-reg. 
H.0.’ 


Scotiand. North-Eastern R.H.B. Sr. 
Regs. a 
Scotland. Northern R.H.B. Jr. 
H.M.O. ae - is wie 
Secotiand. Western R.H.B. P.-t. Cons. 
Scotland. Western R.H.B. Sr. H.O. 
Southport Gen. Infy. H.O. 
Stoke-on-Trent. North Staffs Royal 
Infy. H.O. 
Taplow. Canadian Red C ross Mem. 
( 


.O. . 
Watford. Shrode lis. H.O. .. 
Welsh R.H.B. Locum Cons. 
Winchester. Reyat Hants ( ‘ounty. 
Pre-reg. H.¢ 
Channel Is han Jersey Gen. H.O. 


NEUROLOGY 
National Hosps. for Nervous Diseases. 
Sr. Reg. 


NEUROSURGERY 

National Hosps. for Nervous Diseases. 
Reg. .. a 6 

Manchester U nite d Hosps. OD «+. 

Sheffield United Hosps. Reg. oe 


OBSTETRICS AND GYNA#COLOGY 

Fulham Maternity, 8.W.6. Sr. H.O. 

King’s College Hosp. & South East 
Met. R.H.B. Sr. Reg. ‘ 

Lambeth, S.E.11. H.0. 

Prince of Wales’s Gen. N.15. H.O. 

South jm Hosp. “for Women, 
S.W.4. H.¢ +e om 

Totte es Group H.M.C. H.O.’s.. 

Westminster, 8.W.1. Reg. 

Aberdeen Gen. Hosps. B.O. M. “Reg. 

Bristol. alae Hosp. Group 
M.C. H.O ja 

Canterbury. * Kent & Cante rbury. 

oO 


Derby. Derh yshire Hosp. for Women. 
Pre-reg. H.O. or Sr. H.¢ 
East Cumberland H.M.C. i. ‘0.8 
Hitchin. North Herts. H.O. 
Kingston, Surrey. H.O. a ae 
Manchester United Hosps. H.O.’s .. 
Nottingham City. Sr. H.O. or H.O. 
Nottingham. Highbury. Sr. H.O... 
wespypaaas. East Glamorgan. Sr. 
oO 


we X74 & Sirhowy Valleys’ H.M.C. 
H.O 


Scotland. Western R.H.B. Reg. . 
Scotland. Western R.H.B. P.-t. Cons. 
Welsh R.H.B. Reg om 
Whitehaven. ¢ — riand. H.O. or 
Sr. H.O. . oa 


OPHTHALMOLOGY 
King’s College Hosp. & South East 
Met. R.H.B. Sr. ites. oid 
St. Bartholomew's, E.C.1. H.O.  .. 
Aberdeen Gen. Hosps. BOM. Reg. .. 
Aylesbury. Royal Bucks. H.O. 
Cambridge. Addenbrooke’s. Reg. .. 
Hastings Group H.M.C. Locum Reg. 
Manchester United Hosps. Sr. H.M.O. 
—— upon Tyne H.M.C. Sr. 
. a os ° ma i* 
North Weet Met. R.H.B. P.-t. Sr. 
H.M.¢ 


agiihtamtne Eye. Sr. H. oO. 
Stoke-on- hg North Staffs » Royal 
Infy. Sr. H. 


ORTHOP £DICS 

North East Met. R.H.B. Reg. 

Whipps Cross, E.11. Pre-reg. H.O. 

Ascot. Heatherwood Orthopa “dic. 
Locum Reg, . - 

mmenem. Roy al Ort hopedic. Sr. 


Brighton Gen. H.O 

Burton-on-Trent Gen. Jr. H.M.O. 

Carlisle. Cumberland Infy. Sr. H.O. 

East Anglian R.H.B. Reg. 

Grimsby Gen. Sr. H.0. or Loc um. 

Holifax. Royal Halitax Infy. Sr. 
oO 


Iiford. King George. Sr. HA 

Kingston, Surrey. Locum Sr. it. M.O. 

Leeds R.H.B. Regs. 

Leeds. St. James's. Sr. H.O. 

Leeds United Hosps. Sr. H.O. e« 

Manchester United Hosps. H.O.’s .. 

Newcastle R.H.B. Locum Cons. or 
Sr. H.M.O. .. 

Nottingham City. Loc cum Sr. H.O.. 

Peterborough Mem. Sr. H.O. ‘ 

Salisbury Gen. H.O 

Scotland. Eastern R. H. B. Reg. 

Stoke-on-Trent. North Staffs Royal 
Infy. H.O. 

Wakefield. Pinderfields Gen. Sr. 
H.0.’s or Locums - - 


42 


Albert Edward oaty. 
Ww olv e rhaimpton Group. 
H.O. 


. East Riding H.M.C. 


Westminster Child’s, S.W.1. 
Birmingham | U nited, Hosps. 


. Southme ad Gen. Bi Group 


De sbyshire Child’s. 
q .¢ >. 


south Devon & East 


Wore ester hg Infy. 


Y 
North West Met. R. H. B. 


St. ‘George’ 8,8 .W. 1. bes 
Birmingham United io 
i ee ad Gen. tiosp. Group 


ee 


i a 
© 


or Gr 


Sheffield ¢ ‘ity Gen. 


PHYSICAL MEDICINE 
ng’s Coltegs 9 7 South East 


Queen Mary’ *s, 8. W. 15° - ih Cons. 
PLASTIC SURGERY 


Oxford United Hosps. 


ms: Coltege Het. & South East 
Regs 


Hivingseat Menial. 
Birmingham R.H.B. .- ee 


Bristol Mental H. M.C, 


y. & Sheffield R.H.B. 
CEs. 

Geese North- Eastern. Mental Hosps. 

B. Jr . HLM. O.. bs 


os. Moor. 
Sr. Regs. «& Regs. 


Mane eettes R.H.B. 


Ot Gr Gr de Gr Or 


AND Aweuw 


St. Asens. = End. Sr. Reg. 
Paw vif - ne 


orto 


a Fy College ane, & South East 
- RH. 3 Pe ‘a . 


ae 
-~—— DD 


oe R. H. *. 
——- South-Eastern R. H. B. 


Re 
Sheffieid United Hosps. 


RADOOTHRRAPY 
Leeds United rove, 
Newcastle R.H.B. 


Nottingham Gen. 
pacman R.H.B. Sr. H.M.O.. 


Batte rsea Gen,, S.W.11. 
-ll. 


—— Cc Toss Hosp. 


or Or Oe 


King’s ‘College Hae outa East 


aD 


Manor. House Hosp., N 


North East Met. R.H.B. 
North Middlesex, N.18 
Prince of Wales's Gen., 


AINoaDS 


South London ‘Hosp. 


Ww hipps co ross, 11. 


LEE M-1-1 


Abe rdeen Gen. ‘Hoss: - ‘0. uM Ree. 








_ eee eee ee ee ie ee ee ee ee -_- 


Zz 


Bedford Gen. Pre-reg. H.O.’s _ 
Bishop’s Stortford. Haymeads. H. oO. 
Bournemouth. —~ al Victoria. H.O.’s 
Brighton Gen. H.O 

Brighton. Royal * Sussex “County. 


Bristol. Southme ad Ge n. Hosp. Group 
M.C 1.0 


Bristol inited’ Hosps. & "South- 
Western R.H.B. Reg. 
Ceres. Kent & (¢ ‘anterbury. 


) ee 
Castle wie Normanton & Dist. Sr. 
H.¢ 


Chic a r. Roy al West Sussex. H.O. 
Chiche ster. St. Richard’s. Pre-reg. 
H.0.’s ’ 
Colchester H.M.C. Sr. H.0. & H.O. .. 
Derby. Derbyshire Child’s. Pre-reg. 
H.O. or Sr. nO.. Py ea 
Dorking Gen. Sr. H.O. Be - 
Dudle y Scenwtstlins = Dist. Pre-reg. 
H.¢ “a 
Sanhantemshine ‘Hosps. B.O.M._ Sr. 


East Anglian R.H.B. ” Reg. 

East Cumberland H.M.C. H. 0.’8 
Enfield. Chase Farm. H. Oo. 

Epping. St. Margaret’s. Sr. H.O. 
Epping. St. Margaret’s. Pre-reg. H. O. 
Epsom Dist. Pre-reg. H.O.’s 
Exeter. Royal Devon & Exeter. H. Oo. 
Gieseor. Royal Hosp. for aan Cc = 


Hillingdon, Middx. H.O > 

Huddersfield Royal infty. eek, 

Hull. Kingston Gen -re-reg. H.O. 

Ilford. King George. Pre-reg. H.O.’s 

at h. Kast Suffolk & Ipswich. 
1. 


Leamington Spa. Warneford Gen. 


Meldeahead. Reg. 
Manchester R.H.B. Sr. Reg. os 
Manchester United Hosps. fi. oe . 
Manchester United Hosps. Sr. H.O.’s 
Mexborough. Montagu =p. & 
Annexe. Locum Sr. ° 
Newcastle R.H.B. Reg. ai as 
Nottingham Gen. Pre-reg. H.O.’s .. 
Nottingham Gen. Sr. H.O.. 
Plymouth. South Devon & East 
Cornwall. Sr. H.O. & Pre-reg. 
0 


+ Group H.M.C. ’ Pre-reg. 
H.O. 


Redhill. East Surrey. ’ Pre-reg H.O. 
ahyeney & Sirbowy Valleys ~~ M.C. 
oO 


Rotherham. Moorgate Gen. ‘Locum 
Sr. . 


Salisbury ‘Gen. H.C ae 
— North- awe R.H.B. Sr. 


Re 
Scotland. " Western R.H.B Reg. 
Scunthorpe. War Mem. Pre- -reg. mA Oo. 
or Sr. H.O. . 
Sheffield R.H. B. P.-t. Cons. 
Slough. Upton. Pre-reg. H.O. 
Southampton Gen. oe 
Southampton. Royal “South Hants. 


|: ee os 
South East Met. R.H.B. Reg. es 
Southport Gen. Infy. H.O.’s.. de 
St. Albans City. H.O... 26 ang 
Taplow. Canadian Red Cross Mem 


H.O. 
Tynemouth Victoria ‘Jubilee Infy. 
H.O. or Sr. H.C ; 
WwW sheneie. Pindernet lds Gen. Sr. 


H.O 

Ww lah R. H.B. " Reg. 

Whitehaven, ¢ ‘umberland. “H.O. or 
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Ww wld King Edward Vil. i. oO. , 
Worcester Royal Infy. H.O. 


THORACIC SURGERY 
Brompton, 8.W.3. Sr. H.O.’s or Regs. 
Hosps. for Diseases of the Chest. Sr. 
| - - Fe me 
Liverpool. Aintree. Sr. H.O. ee 
South West Met. R.H.B. P.-t. Cons. 
Wakefield. Pinderfields Gen. Sr. 
H.O.’s or Locums aa eee 
Welsh R.H.B. Reg. .. 
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Hastings. Buchanan. Sr. H.O. ” 
Newcastle Gen. Sr. H.O. A; RA 
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Academic and Educational 


UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYN2COLOGY 
(Incorporating the teaching facilities of Queen Charlotte’s 
Maternity Hospital, Chelsea Hospital for Women and the 
Department of Obstetrics and Gynecology at Hammersmith 
Hospital) 





Applications are invited from graduates with a registrable 
qualification for enrolment for the ACTUMN TERM (5TH SEPTEMBER 
—3RD DECEMBER, 1955). Graduates attend each of the constituent 
hospitals in turn for clinical work, and attend lectures and 
special demonstrations at ail 3 hospitals. Enrolment fee £3. 
Tuition fee £36 a term. 

General practitioners wishing further experience in obstetrics 
may be accepted to attend the course at Queen Charlotte’s 
Maternity Hospital for shorter periods—i.e., 2-4 weeks. They 
will be allowed to do normal deliveries and will have the oppor- 
tunity of attending the combined classes of lectures and demon- 
strations at the 3 hospitals of the Institute. Ministry of Health 
grants are payable to approved general practitioners attending 
for a period of 2 weeks. 

An _ INTENSIVE COURSE for those preparing for M.D. and 
| aaa will be held from 5TH DECEMBER to 17TH DECEMBER, 

oo. 

During the winter vacation, a limited number of graduates 
may attend the practice of the Hospital. 

A Refresher Course for General Practitioners will be held from 
27th February to 3rd March, 1956. 

Hostel accommodation is available at Queen Charlotte’s 
Hospital and at Hammersmith Hospital. 

Further particulars can be obtained from the Secretary, 
Institute of Obstetrics and Gynecology, Chelsea Hospital for 
Women, Dovehouse-street, London, S.W.3. 

UNIVERSITY OF ST. ANDREWS 
QUEEN’S COLLEGE, DUNDEE 


LECTURESHIP IN PHARMACOLOGY 

The University Court of the University of St. Andrews invites 
applications for the post of Lecturer in Pharmacology in the 
Department of Pharmacology and Therapeutics, Queen’s College, 
Dundee. The salary attached to this appointment is £1700 
rising by annual increments of £100 to £1900 p.a. together with 
F.S.S.U. benefits. The Department has close association with the 
Gatty Marine Laboratory, St. Andrews. The University operates 
a scheme of family allowances and a grant towards expenses of 
removal may be made. Applicants need not necessarily be 
medically qualified. 

Further particulars of the appointment may be obtained from 
the undersigned, with whom 1 copy of the application, together 
with testimonials and the names of 3 referees should be submitted 
not later than 14th June, 1955. 

PATRICK CUMMING, Joint Clerk to the University Court. 

Queen’s College, Dundee, 10th May, 1955. 

UNIVERSITY OF ST. ANDREWS 
DIPLOMA IN PUBLIC HEALTH 
DIPLOMA IN PUBLIC DENTISTRY 

It is proposed to hold courses of instruction for the Diplomas 
in Public Health and Public Dentistry in the University of 
St. Andrews during the Academic Year 1955-56, extending from 
OCTOBER, 1955, to JUNE, 1956. 

A candidate is eligible to enter upon study for the Diploma 
in Public Health at any time after 1 year following full 
registration. 

Full particulars as to the courses, fees, &c., may be obtained 
either from the Secretary of the University or the Dean of the 
Faculty of Medicine, but application for admission should be 
made to the Dean of the Faculty of Medicine, Medical School, 
Dundee. Davip J. B. Rrrcnie, Secretary of the University. 

NATIONAL HEART HOSPITAL 
Westmoreland-street, W.1, and BUCKINGHAM 





The 8ST. CYRES LECTURE FOR 1955 will be delivered in the 
Barnes Hall of the Royal Society of Medicine, 1, Wimpole- 
street, W.1, on FRIDAY, 17TH JUNE, at 5 P.M. by Dr.LEwis 
DEXTER. 

Subject : Atrial Septal Defect. 

Members of the Medical Profession are cordially invited. 

CRICHTON ROYAL FELLOWSHIPS 


The Board cf Management of the Crichton Royal have estab- 
lished 3 Fellowships for the training of specialists in psychiatry, 
each carrying a salary of £745, less a deduction of £140 for the 
usual residential emoluments. 1 Fellowship will fall vacant 
shortly. The Fellows receive training in all branches of clinical 
psychiatry, including work in outpatient and child guidance 
clinics, by the senior members of the medical staff. The Fellow- 
ships are tenable for 1 year but may be prolonged for another 
year. Previous general hospital experience essential. 

Application form and syllabus are obtainable from the 
Physician-Superintendent, Crichton Royal, Dumfries. 
MEDICAL RESEARCH COUNCIL require a medically 
qualified Man or Woman, about 30 years of age, for work in 
their headquarters office concerned with administrative aspects 
of research. Organising ability and clarity of expression in 
speech and writing are desirable qualities, and some research 
experience, although not essential, would be an advantage. 
Salary £1285 (linked with age 30), rising to £2100. Possibility of 
promotion to higher posts. Superannuation—F.S.S.U. Appoint- 
ment probationary for 2 years ; if probation served satisfactorily 
appointment will be permanent. 

Apply by letter (full details education, experience, and names 
and addresses of 2 or more professional referees) to Establish- 
ment Officer of the Council, 38, Old Queen-street. Westminster, 
S.W.1. 





EMPIRE RHEUMATISM COUNCIL. Applications are 
invited for the post of Whole-time DIRECTOR of a Field 
Unit to study the ZAtiology and Prevention of Rheumatic 
Diseases. Salary £1500-£2500. Initial salary according to 
qualifications and experience. 

Applications, together with the names and addresses of 
3 persons to whom reference may be made, should be sent not 
later than 6th June, 1955, to the Secretary, The Empire 
Rheumatism Council, Tavistock House (N), Tavistock-square, 
London, W.C.1, from whom further particulars may be obtained. 


“QUY'S HOSPITAL MEDICAL SCHOOL. Applications 


are invited’ for a post of RESEARCH FELLOW for work in 
connection with clinical trials of certain drugs _The appointment, 
which is suitable for a person who has held a Registrar post and 
who wishes to spend a period doing investigative work, will be 
for a period of 1 year in the first instance. The salary will be up to 

£1000 p.a., depending on the experience of the person appointed. 

Applications, with the names of 3 referees, should be sent to 
the Dean, Guy’s Hospital Medical School, London Bridge, 8.E.1. 
INSTITUTE OF UROLOGY inassociation with St. Peter's, 
St. Paul’s, and St. Philip’s Hospitals. Applications are invited 
for the post of Full-time TECHNICIAN to take charge of the 
Histological Laboratory at St. Paul’s Hospital. The work will 
be largely research into the problems of renal disease, but the 
successful applicant will be expected to supervise the routine 
histological work of the Hospitels. Applicants should hold the 
Diplomas of A.I.M.L.T. or F.1.M.L.T. and salary is dependent 
on qualifications possessed and will be in accordan +e with Whitley 
Council scales. 

Please apply to the Secretary, Institute of Urology, 10, 
Henrietta-street, London, W.C.2, enclosing details and copies 
of 2 recent testimonials. Closing date : 16th June, 1955. 
ROYAL FREE HOSPITAL SCHOOL OF MEDICINE 
(UNIVERSITY OF LONDON), 8, Hunter-street, W.C.1. Applications 
are invited from medically qualified Men and Women for the 
post of ASSISTANT LECTURER IN ANATOMY from Ist 
October, 1955. Initial salary not less than £700 p.a., rising by 
annual increments of £50 to £900 p.a., with superannuation 
benefits and family allowances. : 

Further particulars may be obtained from the Warden and 
Secretary, to whom applications should be sent not later than 
18th June. ¢ , eds 
ROYAL FREE HOSPITAL SCHOOL OF MEDICINE 
Hunter-street, W.C.1., Applications sre invited from registered 
medical practitioners (Men or Women) for the apport from 
Ist June, 1955, or as soon after as possible, of a LECTURER 
IN CHEMICAL PATHOLOGY AND HONORARY ASSIST- 
ANT PATHOLOGIST to the Royal Free Hospital Teaching 
Group. Duties include teaching and hospital diagnostic routine. 
Previous experience in all branches of pathology essential, 
including clinical chemical pathology. Salary £1000-£100— 
£1300 with superannuation benefits and family allowances. 

Applications (10 copies), stating age, qualifications and 
experience, with 10 copies of 3 testimonials, to be sent, not 
later than 26th May, 1955, to the Secre at the above address 
from whom further particulars may be obtained. __ 2 
ST. MARY'S HOSPITAL MEDICAL SCHOOL (Uni- 
VERSITY OF LONDON), Paddington, W.2. PHYSIOLOGY DEPART- 
MENT. Applications are invited for the appointment of 
SENIOR LECTURER with effect from Ist October, 1955. 





N 
Medical qualification desirable, science qualification essential. 
The duties will require research experience and interest in 
experimental mammalian physiology. Salary within the scale 
£1250—-£100-£1750, together with superannuation under the 
F.S.8.U. and children’s allowance. 

Applications (2 copies), together with the names of 3 referees, 
should be sent before 4th June to the Secretary, from whom 
further particulars may be obtained. $2) Paty tt Des 
THE UNIVERSITY OF SHEFFIELD. a are 
invited for a post of LECTURER IN OBSTETRICS AND 
GYNAECOLOGY, to begin duties as soon as can be arranged, 
from members of the Royal College of Obstetricians and Gynzco- 
logists. Salary scale £700-£100-£1700, with F.S.S.U. provision 
and child allowance. Commencing salary according to qualifica- 
tions and experience. 

Applications (10 copies), with the names and addresses of 
3 referees, and, if desiredy copies of testimonials, shovld reach 
the Registrar (from whom further particulars may be obtained ) 
not later than 11th June, 1955. ener 
UNIVERSITY OF ST. ANDREWS. The University 
Court of the University of St. Andrews invites applications for a 
LECTURESHIP IN ANATOMY in St. Salvator’s College. 
The salary will be on the scale £700-£100-£1600 p.a. (subject 
to an efficiency bar at £1200), commencing salary according to 
qualifications and experience. The post carries F.8.8.U. benefits 
and family allowances and a grant towards expenses of removal 
may be made. 

Further particulars may be obtained from the undersigned, 
with whom 5 copies of the application, together with the names 
of 3 referees, should be lodged not later than 15th June, 1955. 

D. M. Devine, Joint Clerk to the University Court. 

College Gate, St. Andrews, 4th May, 1955. 

Hospital Services : Senior Appointments 
CHARING CROSS HOSPITAL GROUP. Part-time 
ASSISTANT SURGEON (Consultant status) at the Charing 
Cross Hospital Annexe at Mount Vernon Hospital, Northwood, 
Middlesex. Attendance, 4 sessions per week. The candidate 
pte would not be a member of the staff of Charing Cross 

ospital. 

Candidates should be Fellows of the Royal College of Surgeons 
of England, and it is desirable that they should reside within 
a reasonable distance of Mount Vernon Hospital. They should 
submit 12 copies of their application, stating age, qualifications 
and experience, home address, and the names of 3 referees, to 
reach the undersigned not later than first post on 30th May, 
1955. FRANK Hart, Secretary to the Board. 
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NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) OPHTHALMOLOGISTS (1 half-day a week—Wednesday 
afternoon), Senior Hospital Medical Officer grade at Middlesex 
County Council School Clinic, 76, Marlborough-hill, Wealdstone. 
Clinic may be visited by arrangement with Area Medical Officer, 
Kynaston-court, Box Tree-road, Harrow Weald, Middlesex. 

Applications by 20th June, 1955. 

(2) 2 OPHTHALMOLOGISTS (each 1 half-day a week), 
Senior Hospital Medical Officer grade, at Hertfordshire County 
Council school ophthalmic clinics :— 

Northcotts, Hatfield (Tuesday morning or afternoon). 

65, Queens-road, Watford (Tuesday afternoon). 

Candidates may apply for either or both of these appointments. 
Clinics may be visited by arrangement with the County Medical 
Officer, County Hall, Hertford. 

Applications by 20th June, 1955. 

(3) ASSISTANT PATHOLOGIST (whole-time), Senior Hos- 
pital Medical Officer grade, Northern Group of hospitals, with 
duties mainly at Highlands Hospital, Winchmore-hill, N.21 
(818 Beds). Candidates may visit Group Laboratory, Royal 
Northern Hospital, Holloway, by direct appointment. 

Applications by 23rd June, 1955. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
11a, Portland-place, W.1. 


QUEEN MARY’S HOSPITAL, Roehampton, London, 
8.W.15. CONSULTANT in Physical Medicine. Applications 
are invited for this appointment which will be part-time (6 
sessions per week). The successful applicant will take charge of 
the Department of Physical Medicine at the Hospital and its 
associated clinics and will be required to undertake a measure 
of reorganisation. The appointment is subject to the terms and 
conditions of the National Health Service. Further information 
concerning this post can be had on application to the Medical 
Superintendent. 

Applications (9 copies), stating nationality, date of birth, 

qualifications, experience, present appointment(s), and the 
names of 3 referees, should reach Ministry of Health, Hospital 
Management Branch, Norcross, Blackpool, Lancashire, by 
lith June, 1955. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Part-time CONSULTANT in Diagnostic Radiology to undertake 
2 notional half-days a week in the Seamen’s Group of hospitals, 
for duties at the Albert Dock Seamen’s Hospital, Alnwick-road, 
E.16, on Tuesday afternoon and Thursday morning of each 
week. Candidates must have had a wide experience in the 
specialty and hold an appropriate diploma. The appointment 
will be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales). Candi- 
dates may visit the Hospital concerned. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 4th June, 1955. 


BIRMINGHAM REGIONAL HOSPITAL 
Hereford/South Worcestershire Groups 

CONSULTANT E.N.T. SURGEON (part-time—9 notional 
half-days weekly). Duties mainly at Hereford General Hospital 
(3 notional half-days), Worcester Royal Infirmary, Ronkswood 
Hospital and Powick Hospital (6 notional half-days). Higher 
qualification/considerable experience specialty required. 

Applications (15 copies) stating name, age, nationality, 

qualifications, present and previous appointments and details 
of 3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 6th June. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. Applications are invited for the post of Locum 
Tenens ASSISTANT ORTHOPASDIC SURGEON (Senior 
Hospital Medical Officer grade), whole-time, 13th June—18th 
June inclusive, Lith July- 3lst July inclusive. 

Applications within 7 days to Physician-Superintendent of 

the Hospital, stating age, qualifications, experience, and names 
of referees. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA FOR CUMBERLAND AND NORTH WESTMORLAND. EAST 
CUMBERLAND GROUP OF HOSPITALS. Locum ORTHOPADIC 
SURGEON required immediately for a period of 2-3 months. 
Remuneration at Consultant or Senior Hospital Medical Officer 
level according to qualifications and experience. 

Applications immediately to Senior Administrative Medical 

Officer, 72, Warwick-road, Carlisle. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Sst. 
LUKE'S HOSPITAL, MIDDLESBROUGH. (547 Beds.) CONSULTANT 
PSYCHIATRIST in Child Guidance (whole-time, or maximum 
pert-time). The person appointed will work in the Children’s 
Q patient Department of the Hospital and in association with 
local education authority clinics. The Regional Hospital Board 
have acquired a property and have planned its conversion to an 
inpatient unit for emotionally disturbed children. Further 
particulars from Regional Psychiatrist. 

Applications, with names and addresses of 3 referees, to 
Regional Psychiatrist, “‘ Blythswood South,’’ Osborne-road, 
Newcastle upon Tyne, 2, within 28 days. _ c 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
Tenens RADIOLOGIST required for July, August and Sept- 
ember, to relieve in various hospitals throughout the region. 
nr in, accordance with national terms and conditions of 
service. 

Applications, together with names and addresses of 3 referees, 
to be sent to the Senior Administrative Medical Officer, ‘‘ Blyths- 
vy - South,”’ Osborne-road, Newcastle upon Tyne, 2, within 

days. 





BOARD. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. South 
EAST NORTHUMBERLAND HOSPITAL MANAGEMENT COMMITTEE. 
(Main hospitals: Preston Hospital 356 Beds ; Tynemouth 
Victoria Jubilee Infirmary 109 Beds.) (Population 158,020.) 
SENIOR CASUALTY OFFICER (whole-time), within salary 
range of £1500—£50-£1950 or £1400—£50-£1950 according to age. 
Duration of appointment not exceeding 4 years. Appointee will 
be required, subject to supervision of Senior General Surgeons 
and Senior Orthopedic Surgeons to organise the casualty work 
throughout the Hospital Group. A house is available op a 
rental basis. 

Applications, together with names and addresses of 3 referees, 
to be sent to the Senior Administrative Medical Officer, ‘* Blyths- 
wood South,’ Osborne-road, Newcastle upon Tyne, 2, within 
28 days. gir Pie | 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regional 
CANCER SERVICE. CONSULTANT RADIOTHERAPIST, whole- 
time, or part-time for 9 notional half-days per week. Particulars 
may be obtained from the Director, Radiotherapy Department, 
General Hospital, Newcastle upon Tyne, 4. The appointee will 
be a member of the Regional Radiotherapy Team and will be 
required to visit other hospitals in the Region. 

Applications, together with names and addresses of 3 referees, 
to be sent to the Senior Administrative Medical Officer, “‘ Blyths- 
wood South,”’ Osborne-road, Newcastle upon Tyne, 2, within 
28 days. 

MANCHESTER REGIONAL HOSPITAL BOARD. 2 
Whole-time or maximum Part-time CONSULTANT ANZES- 
THETISTS : 

(a) Wigan and Leigh Hospital Centre (Royal Albert Edward 
Infirmary, Wigan, Leigh Infirmary, &c.) and at Wrightington 
Hospital (thoracic and orthopedic yt 

(b) Royal Manchester Children’s Hospital, Pendlebury, and 
Salford Royal Hospital. 

Higher qualification in anesthetics essential, appointees to 
live in or near areas to which appointed. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 6th June, 1955. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. a are invited 
for the post of Full-time SENIOR SPITAL MEDICAL 
OFFICER (non-resident). Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications, giving details of past experience and qualifica- 
tions, together with the names of 3 referees, to be addressed 
to the undersigned as early as possible. 
forms can be obtained on request.) 

F. J. CABLE, Secretary, United Manchester Hospitals. 


OXFORD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of SENIOR CASUALTY 
OFFICER at High Wycombe Hospital Accident and Ortho- 
yeedic Service (which is part of the Regional Service based on the 
Vingfield Morris Orthopedic Hospital), within the salary 
scale £1500—-£1950, tenable up to 4 years. Candidates should 
hold the F.R.C.S. or equivalent. 

Applications (10 copies), stating age, qualifications, experience, 
with names and addresses of 3 referees, must reach the Secretary 
of the Board, 43, Banbury-road, Oxford, by 10th June, 1955. 


(Special application 

















SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOTHERAPIST for the Sheffield 
National Centre for Radiotherapy. Candidates should be in 
possession of the D.M.R.(T). The successful applicant will work 
under the direction of the Medical Director. Salary scale £1500— 
£50—-£1950. 

Application form and further details from the Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 18th June, 
1955. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT SURGEON required for the Mans- 
field Hospital area. 

Application forms and further details from the Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 11th June, 


1955. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointments of 2 
CONSULTANT GYNAZXCOLOGISTS in charge of wards at the 
Royal Samaritan Hospital, Glasgow. The appointments will 
be part-time, and sessions will be arranged as is appropriate to 
obstetric or other commitments which are held or may be held 
within the Western Hospital Region by the successful candidates. 
These appointments will be subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. RSI AT 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of CON- 
SULTANT PHYSICIAN in ch of wi at the Western 
Infirmary, involving teaching duties. The successful applicant 
will require to enter upon the duties of the post on Ist October, 
1955. The appointment will be part-time remunerated on the 
basis of 7 notional half-days per week. This appointment is 
subject to the National Health Service (Scotland) superannua- 
tion regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 
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SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Anvlications are invited for the whole-time 
appointment of SENIOR HOSPITAL MEDICAL OFFICER 
in the Edinburgh Respiratory Diseases Unit. The duties may 
be with the Edinburgh Royal Victoria and Associated Hospitals 
Group and/or the Edinburgh Northern Group of hospitals, 
according to the experience of the successful candidate and the 
requirements of the training programme within the unit. The 
holder will be expected to undertake both inpatient and out- 
patient work and to take part in teaching and research. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by 4th June, 1955. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited from registered medical 
practitioners for the appointment of ADMINISTRATIVE 
MEDICAL OFFICER to the above Board. The salary is on the 
scale £1250—£50—-£1500 (linked to age 33) and the post is super- 
annuable. 

Applications, giving particulars of qualifications and experi- 
ence, together with the names of 3 referees, should be sent to 
the Secretary, South-Eastern Regional Hospital Board, Scotland, 

1, Drumsheugh-gardens, Edinburgh, by 11th June, 1955. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT THORACIC 
SURGEON (4 half-days per week) for the St. Helier Group 
Thoracic Surgical Unit, St. Helier Hospital, Carshalton, Surrey. 
The Unit comprises 20 Beds for non-tuberculous cases (shortly 
to increase to 30) and a share of 58 Beds for tuberculous cases. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (S.1), South 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1, by 18th June, 1955. Applicants may visit Unit 
by local arrangement. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT PHYSICIAN required Merthyr 
and Aberdare area 3ist May—18th June, 1955. Duties include 
charge of children’s beds. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Card 
NEW ZEALAND. THE OTAGO HOSPITAL BOARD. 
DUNEDIN HOSPITAL AND UNIVERSITY OF OTAGO, NEW ZEALAND. 
Applications are invited for the position of RADIO-DIAG- 
NOSTICIAN, Dunedin Hospital. Candidates must hold a 
degree in medicine of an approved University, and should 
possess a higher degree in the specialty. The position is a full- 
time one, and private practice is not permitted. The position is 
designated as that of a Senior Specialist under the Hospital 
Employment (Medical Officers) Regulations, 1952, and amend- 
ments, the salary scale being either (6b) 2NZ1940-£NZ2190 p.a. 
or (c) £NZ1690-€NZ1940 p.a., according to experience and 
qualifications, plus cost-of- living increase of £NZ82 p.a. The 
commencing salary will be that determined by the Medical 
Officers’ Salaries Grading Committee. The position is a non- 
resident one. Travelling expenses are payable as stated in the 
conditions of appointment. Duties are to commence on Ist Dec- 
ember, 1955. Application forms and conditions of appointment 
may be obtained from THE LANcetT Office, 7, Adam-street, 
Adelphi, London, W.C.2, or from the High Commissioner 
for New Zealand, 415, Strand, London. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, and health and radio- 
logical certificates, will be received by the undersigned until 
10 a.m. on Thursday, 14th July, 1955. 

W. A. WILLIAMSON, 
Box 946, Dunedin, 


Secretary. 


Otago Hospital Board, P.O. N.Z. 


Hospital Services : Junior Appointments 


ACTON HOSPITAL, Gunnersbury-lane, W.3. General 
Practitioner CLINICAL ASSISTANT required for 
Dermatological Outpatient Department. 1 session per week 
(Wednesday afternoons). Annual appointment. £175 p.a. 
Applications, with names of 2 referees, to Group Secretary, 
Central Middlesex Group Hospital Management Committee, 
Acton-lane, N.W.10, by 31st May. 1955. 
BATTERSEA GENERAL HOSPITAL. Battersea Park, 








S.W.11. HOUSE SURGEON CASUALTY OFFICER 
(resident or non-resident), vacant early June. House Officer 
grade. Not pre-registration. 

Apply Hospital Secretary enclosing copies of 2 recent 


testimonials. 

BOLINGBROKE HOSPITAL, 
S.W.11. HOUSE SURGEONS (2) 
18th and 20th June, 1955. 
pre-registration candidates. 

Apply Hospital Secretary, 
monials, by 23rd May, 1955. 
BROMPTON HOSPITAL, 8.W.3. 
for the following posts :— 

NON-RESIDENT SURGICAL OFFICER (post graded as 
Senior House Officer or Registrar, according to qualifications 
and experience), for which there are 2 vacancies, for 6 months 
from ist August, with eligibility for reappointment. Candidates 
must have held a resident hospital appointment. 

RESIDENT HOUSE PHYSICIAN for which there are 3 
vacancies for 6 months from Ist August, Duties include work in 
Outpatient Department and wards. Salary at the rate of £525 p.a. 

RESIDENT HOUSE PHYSICIAN at the Sanatorium at 
Frimley, for 6 months from Ist August. Salary at the rate of 
£525 p.a. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
4th June, to KENNETH A. F. MILES, House Governor. 


Wandsworth Common, 
(resident) required from 
Open to registered practitioners and 


enclosing copies of 3 recent testi- 


Applications invited 








BOW GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (not pre-registration) for 
general medical wards. Post vacant 17th June, 1955. 

Applications, stating age, qualifications, and experience, 
together with the names.and addresses of 2 referees, to be sent 
to the Hospital Secretary St. Clement’s Hospital, 2a, Bow-road, 
London, E.3. 
CONNAUGHT HOSPITAL, Walthamstow, €E.17. (118 
Beds.) HOUSE SURGEON required for 6 months (General 
Surgery and Special )  aeenie Post vacant Ist July, 1955. 
Recognised for F.R.C 

Applications, with ‘full details and copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Hospital 
Management Committee Forest Group, Langthorne-road, E.11. 


CONNAUGHT HOSPITAL, Walthamstow, €E.17. (118 
Beds.) Applications are invited for the post of RESIDENT 
ANASTHETIST (graded Senior House Officer), vacant 4th 
July, 1955. Salary £745 p.a., less £150 p.a. for board-lodging, 
&c. Recognised for D.A. and F.F.A.R.C.S. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, should be sent 
immediately to Secretary, a Management Committee 
Forest Group, Langthorne-road, 
EASTERN HOSPITAL veaveceh “London, E.9. House 
OFFICER (third post), now vacant. Duties may include some 
work in Chest Unit. Facilities for postgraduate study for 
higher qualifications. 

Applications, with testimonials, to oon Secretary, Hackney 
Hospital, E.9, by 27th May, quoting EH/H 
EASTMAN DENTAL HOSPITAL. Ants INSTITUTE OF 
DENTAL SURGERY (UNIVERSITY OF LONDON), Gray’s Inn-road, 
W.C.1. Applications are invited for the appointment of ANACS- 
THETIST in the grade of Senior House Officer or Registrar, 
according to experience. 

Application forms are obtainable from the Director, to whom 
they should be returned by Ist June, 1955 
FULHAM MATERNITY HOSPITAL, ~ 5/7, Parsons- 
green, S.W.6. FULHAM AND KENSINGTON HOSPITAL MANAGE- 

SENIOR HOUSE OFFICER (resident) 
Post not recognised for Diploma in 


MENT COMMITTEF. 
required, vacant early July. 
Hospital by arrange- 


Obstetrics. Candidates may visit the 


ment. 

Applications to be submitted by 28th May, 1955, on forms 
obtainable from Hosnital Secretary (L.109), Fulham Hospital, 
St. Dunstan’s-road, Hammersmith, W.6. Seed 49° 
HACKNEY HOSPITAL, London, E.9. (General—841 
Beds. ) Apnlications are invited for the following 6-month 
HOUSE PHYSICIAN posts :— 

(a) Pre-registration first post—18th June (2 vacancies). 

(b) Pre-registration second post—18th June (1 vacancy). 

and should reach the Group Secretary at above address by 
3ist May, quoting HH/H?P. 
HACKNEY HOSPITAL, London, E.9. (General—841 
Beds.) Applications for appointment as Pre-registration HOUSE 
SURGEON for 6 months from 18th June should reach Group 
Secretary at above address by 3lst May, quoting HH/HS. 
Post recognised for F.R.C.S. 


HACKNEY HOSPITAL, London, Eo. (General—841 
Beds.) CTTW (registered practitioners only) for the 
post of CASUALTY OFFICER AND HOUSE SURGEON 


(E.N.T.), now ona ant (House Officer grade), should reach Group 
Secre tary, above address, as soon fis possible, 


HAMPSTEAD GENERAL HOSPITAL, Hampstead Green 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are 
invited for the post of NON-RESIDENT CASUALTY OFFICER 
(medical or surgical), pre-registration, vacant Ist July, 1955, 
tenable for a period of 6 months. 

Application forms may be obtained from the Secretary, to 

whom they Should be returned together with copies of 3 recent 
testimonials, by 31st May, 1955. 
HAMPSTEAD GENERAL HOSPITAL, Hampstead Green, 
N.W.3. (ROYAL FREE HOSPITAL GROUR.) Applications are 
invited from registered medical practitioners for the post of 
RESIDENT CASUALTY OFFICER (graded as Senior House 
Officer). Salary £745 p.a. acant Ist July, 1955, tenable for a 
period of 6 months at the Main Outpatients Department, 
Bayham-street, eB 

Application forms may be obtained from the Secretary, to 
whom they should be returned, together with copies of 3 recent 
testimonials, bv 31st May, 1955. 


HIGHLANDS GENERAL HOSPITAL, Winchmore- 
hill, London, N.21. SENIOR HOUSE OFFICER (resident) 
for Tuberculosis Unit (100 Beds), vacant Ist July. 

Applications, with copies of 3 testimonials, to Hospital 
Secretary. 


HOSPITALS FOR DISEASES OF THE CHEST. London 
CHEST HOSPITAL. RESIDENT HOUSE SURGEON required 
at the Hospital’s Country Branch, near [Hitchin and Letchworth, 
Herts. The post is graded as Senior House Officer and the appoint- 
ment, which provides excellent opportunities for experience 
in thoracic surgery, is for 6 months. 

Applications from registered medical practitioners, stating 
age, qualific ations with dates, and previons appointments held, 
with copies of 3 testimonials, should reach the undersigned not 
later than 24th May. Tuomas Brown, Houxe Governor, 

London Chest Hospital, E.2. 


KING EDWARD MEMORIAL HOSPITAL, ‘Ealing, Ww.13. 
SOUTH WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER required 12th June, 1955, for duty 
in Casualty. Orthopedic, and Fracture Departments. 

Applications, stating age, nationality, qualifications with 
dates and details of experience, together with copies of 2 recent 
testimonials, to Grotyp Secretary, West Middlesex Hospital, 
Isleworth, Middlesex, by 31st May, 1955. 
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KING’S COLLEGE HOSPITAL BOARD OF GOVERNORS 
AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in Otorhinolaryngology to be made jointly by 
the Bodies concerned, the post to be held at King’s College 
Hospital and in the Bromley H-spital Group. Applicants 
should hold the qualification of F.R.c.S. The successful candidate 
will be expected to spend the second year only in a Regional 
Board Hospital on an exchange basis during a 4-year tenure of 
the post. The appointment, which is renewable annually, is 
subject to the terms and conditions of service of hospital medical 
and dental staffs, and will commence at King’s College Hospital 
on Ist October, 1955. 
Applications, quoting age, 
names of 2 referees, 


education, qualifications and experi- 
should be sent to the 


ence and giving the 
House Governor, King’s College Hospital, Denmark-hill, London, 
S.E.5, not later than 4th June, 1955. 


KINQ’S COLLEGE HOSPITAL BOARD OF GOVERNORS 


AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in General Medicine to be made jointly by the 
Bodies concerned, the post to be held at King’s College Hospital 
and in the Brighton and Lewes Hospital Group. Applicants 
should hald the qualification of either M.D. or M.R.C.P. The 
successful candidate will be expected to spend the third year 


only in a Regional Board Hospital on an exchange basis during 
a 4-year tenure of the post. The appointment, which is renewable 
annually, is subject to the terms and conditions of service of 
hospital medical and dental staffs and will commence at King’s 


College Hospital on Ist October, 1955. 
Applications, quoting age, education, qualifications and 
experience, aad giving the names of 2 referees, should be sent 


to the House Governor, King’s College Hospital, Denmark-hill, 
London, 8.E.5, not later than 4th June, 1955. 

KINQG’S COLLEGE HOSPITAL BOARD OF GOVERNORS 
AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in Obstetrics and Gynecology to be made jointly 
by the Bodies concerned, the post to be held at King’s College 
Hospital and in the Woolwich Heaptel Group. Applicants 
should hold the qualification of F.R.C.S. The successful candi- 
date will be expected to spend the ne and third years in a 
Regional Board Hospital on an exchange basis during a 4-year 
tenure of the post. The appointment, which is renewable 


annually, is subject to the terms and conditions of service of hos- 
pital medical and dental staffs and will commence at King’s 
College Hospital on Ist October, 1955. 

Applications, quoting age, education, qualifications and 


should be sent 


experience, and giving the names of 2 referees, 
Denmark-hill, 


to the House L aphg King’s ¢ ‘ollege Hospital, 
London, 8.E.5, not later than 4th June, 1955. 
KINQ’ S$ COLLEGE HOSPITAL BOARD OF GOVERNORS 
AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for 2 appointments of SENIOR 
REGISTRAR in General Surgery to be made jointly by the 
Bodies concerned, the posts to be held at King’s College Hospital 
and in either the Woolwich or the Brighton and Lewes Hospital 
Group. Applicants should hold the qualification of F.R.C.S. 
The successfn! candidates will be expected to spend part of their 
time in a Regional Board Hospital on an exchange basis during 
a 4-year tenure of the posts. The appointments, which are 
renewable annually, are subject to the terms and conditions 
of service of hospital medical and dental staffs and will commence 
at King’s College Hospital on Ist October, 1955. 

Applications, quoting age, education, qualifications and 
experience, and giving the names of 2 referees, should be sent 
to the House Governor, King’s College Hospital, Denmark-hill, 
London, 8.E.5, not later than 4th June, 1955. 

KING'S COLLEGE HOSPITAL BOARD OF GOVERNORS 
AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for 2 appointments of SENIOR 
REGISTRAR in Radivlogy (Diagnostic) to be made jointly by 
the Bodies concerned, the posts to be held at King’s College 
Hospital and in the Woolwich Hospital Group. Applicants 
should hold the qualification of either M.D. or M.R.C.P. The 
successful candidates will be expected to spend part of their 
time in a Regional Board Hospital on an exchange basis. 1 
appointment will have a tenure of 4 years and the second of 2 
years. The appointments, which are renewable annually, are 
subject to the terms and conditions of service of hospital medical 
and dental staffs and will commence on Ist October, 1955. 

Applications, quoting age, education, qualifications and 
experience and giving the names of 2 referees, should be sent to 
the House Governor, King’s College Hospital, Denmark-hill, 
London, 3.E.5, not later than 4th June, 1955. 

KINQG’S COLLEGE HOSPITAL BOARD OF GOVERNORS 


AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for 2 appointments of SENIOR 
REGISTRAR in Ophthalmology to be made jointly by the 
Bodies concerned, the posts to be held at King’s College Hospital 


and in the Mid-Kent (Maidstone) Hospital Group. Applicants 
should hold the qualification of F.R.C.s. The successful candi- 
dates will be expected to spend half ‘their time in a Regional 
Board Hospital on an exchange basis. 1 appointment will have 
a tenure of 4 years and the second of 2 years. The appointments, 
which are renewable annually, are subject to the terms and 
conditions of service of hospital eae ‘al and dental staffs and 
will commence on Ist October, 19 

Applications, quoting age, educ ation, qualifications and 
experience and giving the names of 2 referees, should be sent to 
the House Governor, King’s College Hospital, Denmark-hill, 
London, 8.E.5, not later than 4th June, 1955. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
Hampstead, N.W.3. Applications are invited from registered 
medical practitioners for the post of GYNASCOLOGICAL 
HOUSE SURGEON (radiotherapy), vacant June, 1955. 

Applications, with copies of testimonials, to the Administrative 
Officer. 
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KINQG’S COLLEGE HOSPITAL BOARD OF GOVERNORS 


AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for 2 appointments of SENIOR 
REGISTRAR in Psychiatry to be made jointly by the Bodies 
concerned, the posts to be held at King’s College Hospital and 
in the St. Francis Hospital Group, Haywards Heath, Sussex. 
Applicants should hold the qualification of either M.D. or 
M.R.C.P. The successful candidates will be expected to spend 
half their time in a Regional Board Hospital on an exchange 
basis. 1 appointment will have a tenure of 4 years and the 
second of 2 years. The appointments, which are renewable 
annually, are subject to the terms and conditions of service of 
hospital matical and dental staffs and will commence on Ist 
October, 19: 





Applic ations, quoting age, education, qualifications and 
experience and giving the names of 2 referees, should be sent 
to the House Governor, King’s College Hospital, Denmark-hill, 
London, 8.E.5, not later than 4th June, 1955. 


KINQG’S COLLEGE HOSPITAL BOARD OF GOVERNORS 
AND SOUTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Applications are invited for 2 appointments of SENIOR 
REGISTRAR in Physical Medicine to be made jointly by the 
Bodies concerned, the posts to be held at King’s College Hospital 
and in the Lewisham, and Sidcup and Swanley Hospital Groups. 
Applicants should hold the qualification of either M.D. or 
M.R.C.P. The successful candidates will be expected to spend 
part of their time in a Regional Board Hospital on an exchange 
basis. 1 appointment will have a tenure of 4 years and the 
second of 2 years. The appointments, which are renewable 
annually, are subject to the terms and conditions of service of 
hospital medical and dental staffs and will commence on Ist 
October, 1955. 

Applications, quoting age, education, 
experience, and giving the names of 2 referees, 
to the House Governor, King’s College Hospital, 
London, 3.E.5, not later than 4th June, 1955. 


LAMBETH HOSPITAL, Brook-drive, S.E.11. Applications 
are invited from registered medical practitioners for the position 
of OBSTETRIC AND GYNACOLOGICAL HOUSE SURGEON 
vacant on Ist July, 1955, for 6 months. The Hospital is recog- 
nised for the M.R.C.O.G. and D.Obst.R.C.0.G. 

Forms of application from the Physician-Superintendent on 
receipt of a stamped addressed envelope. 


LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applications 
are invited from pre-registration and registered medical practi- 
tioners for the post of RESIDENT HOUSE PHYSICIAN vacant 
on Ist July, 1955. 

Forms of application from the Physician-Superintendent. 
Stamped addressed envelope should be enclosed. 


MANOR HOUSE HOSPITAL, Golders Green, N.W.11 
(exempted from National Health Service). Required, RESI- 
DENT SURGICAL OFFICER (Male). Salary £745 p.a., less 
£130 p.a. for emoluments. 6 months appointment, renewable. 

Applications, stating age, nationality, qualifications and 
surgical or orthopedic experience, with copies of 3 recent 
testimonials, to the Secretary, Mr. W. F. PENDRILL. 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—147 Beds.) Applications are invited for the 
pre-registration posts of 2 HOUSE PHYSICIANS and 3 HOUSE 
SURGEONS, vacant Ist July, 1955. 

Applications, stating age, nationality, 
probable date of qualifications and experience, 
3 recent testimonials, to the Hospital Secretary by 
1955. 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—147 Beds.) Applications are invited from 
registered medical practitioners for the post of RESIDENT 
SENIOR HOUSE OFFICER (casualty), vacant llth July, 
1955. Post recognised for F.R.C.S. 

Applications, stating age, nationality, 
experience, together with 3 testimonials, to the 
Secretary by Ist June, 1955. 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—147 Beds.) Applications are invited from 
registered medical practitioners for the post of RESIDENT 
SENIOR HOUSE OFFICER (Anesthetist), vacant Ist August, 
1955. Successful applicant could commence on 18th July as 
Locum until Ist August, 1955. 

Applications, stating age, 
experience, together with 3 testinonials, 
tary by Ist June, 1955. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
Registrar. 

Applications. giving the names of 
the undersigned not later than llth June, 1955. 

H. EWART MITCHELL, Secretary to the Board of Governors. 

The National Hospital, Queen-square, W.C.1. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited for the fu!!-time appointment of 
MEDICAL REGISTRAR (non-resident) at Maida Vale Hos- 
pital for Nervous Diseases, London, \V.9. Grading as Senior 
Registrar. Preference will be given iv a candidate holding a 
higher degree who intends to specialise in neurology. 

Applications, with copies of 3 recent testimonials, to be sent to 
the Secretary at Maida Vale Hospital, not later than 11th June, 
1955. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (pre-registration—tirst or second post), 
resident, required for Ist July, for 6 months. Ge yer | (ine luding 
genito-urinary) surgery. Post recognised for F.R. 

Applications, stating age; nationality, qualific ~ ae experi- 
ence, with copies of testimonials, to Secretary of Hospital, 
by 3lst May. 


qualifications and 
should be sent 
Denmark -hill, 


qualifications or 
with copies of 
Ist June, 


qualifications and 
Hospital 


nationality, guespestines and 
to the Hospital Secre- 


3 referees, to be sent to 
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HOSPITAL, Brentfield-road, N.W.10. 
Locum Tenens REGISTRAR required 
The post is resident and gives 

The Hospital is a Regional 


NEASDEN 
(Infectious Diseases.) 
from 18th to 31st July, inclusive. 
facilities for postgraduate studies. 
Centre for poliomyelitis. 

Applications to Physician-Superintendent immediately. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

GENERAL AND GENITO-URINARY SURGICAL REGIS- 
TRAR (resident or non-resident), St. Andrew’s Hospital, 
Bow, E.3. Recognised for F.R.C.S. 

SURGICAL REGISTRAR (resident), St. Margaret’s Hospital, 
Epping, Essex. Recognised for F.R.C.S. (Orthopedic experience 
desirable. ) 

ORTHOPZDIC REGISTRAR (non-resident), East Ham 
Memorial Hospital, London, E.7 Duties mainly at above 
Hospital and at Queen Mary’s Hospital for the East End. 

E.N.T. REGISTRAR (resident or non-resident), General 
Hospital, Southend-on-Sea, Essex. Recognised for D.L.O. 
(Conjoint Board) and for F.R.C 

E.N.T. REGISTRAR (non- —— nt), Prince of Wales’s and 
St. Ann’s General Hospitals. 

ANATSTHETIC REGISTRAR (resident), 
Essex and St. John’s Hospitals, Chelmsford, 
duties at Broomfield so for thoracic surgery cases. 
nised for D.A. and F.F.A.I 

MEDICAL REGISTR.: aR ‘cei nt), Rush Green Hospital, 
Romford. (May include some duties in the Poliomyelitis Unit.) 

ie DICAL REGISTRAR (resident), St. Leonard’s Hospital, 


Chelmsford and 
Essex. Some 
Recog- 


(non-resident near Hospital), 


N. 
MEDIC AL REGISTRAR 
Recognised by 


Whipps Cross Hospital, Leytonstone E.11 
University of London for M.D. examination. 

Appointments subject to review after 1 year. 

Separate applications in duplicate, with 2 copies of 2 recent 

testimonials, to Secretary, 114, Portland-place, W.1, by 4th 
June, 1955. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of SENIOR HOUSE OFFICER 
RESIDENT SENIOR CASUALTY OFFICER, recognised 
for F.R.C.S. examination, for a period of 6 months, vacant 
4th June, 1955. 

Application form from Secretary, Tottenham Group Hospitai 

Management Committee, (Group 4), The Green, N.15, to be 
returned immediately. 
PRINCE OF WALES'S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from qualified ‘medical 
practitioners for appointment as RESIDENT JUNIOR HOUSE 
SURGEON for casualty (pre-registration first or second post) 
for a period of 6 months, vacant immediately. 

Application form from the Secretary, Tottenham Group 
Hospital Management Committee (Group 4), The Green, N.15. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of RESIDENT GYNA®COLOGICAL 
HOUSE SURGEON, recognised for M.R.C.O.G. examination, 
third post, for a period of 6 months, vacant 2nd June, 1955. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, (Group 4), The Green, N.15, to be 

returned immediately. 

PRINCE OF WALES'S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the appointment of RESIDENT SENIOR 
HOUSE SURGEON (third post), recognised for F.R.C.S, 
examination, vacant 23rd June, 1955. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee (Group 4), The Green, N.15, to be 
returned by 4th June, 1955. 

PUTNEY HOSPITAL, Lower Common, S8S.W.15. House 
PHYSICIAN (resident), vacant 15th June, 1955, recognised 
for the purposes of pre-registration. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 

monials, by 25th May, 1955. 
ROYAL MARSDEN HOSPITAL (formerly Royal 
Cancer Hospital), Fulham-road, London, 8.W.3. Applications 
are invited from registered medical practitioners for the post 
of HOUSE SURGEON (resident) to commence duty as soon as 
possible. Salary £525 p.a. The post is tenable for 6 months. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than Tuesday, 31st May. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. There 
will be a vacancy foran ANA.STHETIC REGISTRAR (resident 
or non-resident) as from Ist July, 1955, to work as required at 
both hospitals. Applicants should have had some special 
experience in anesthesia and preferably should hold, or be work- 
ing for, a higher qualification in that specialty. Registrar grading 
and salary in accordance with the terms and conditions of 
service under the National Health Service Act. 

Applications, giving full particulars of age, qualifications and 

experience, with the names of 2 referees, should be sent to the 
House Governor immediately. 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. Appli- 
cations are invited for the post of RESID INT SE NYOR 
HOUSE OFFICER (pathology) for Group Laboratory, vacant 
end of July, 1955. 

Applications to be sent to the Hospital Secretary by 28th May, 
1955. 

SOUTH LONDON HOSPITAL FOR WOMEN, Clapham 
Common, 8S.W.4. Applications are invited from pre- ‘registration 
and registered Female medical practitioners for the appointment 
of OBSTETRIC HOUSE SURGEON at the above Hospital. 
Post recognised for the M.R.C.0.G. Appointment is for 6 months 
from 4th July, 1955. 

Forms of application from the Secretary. 








SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
from registered female medical practitioners for the post of 
Full-time SURGICAL REGISTRAR which will become vacant 
on 3rd August, 1955. The successful candidate will be required 
to be resident or within 20 minutes distance of the Hospital. 
The appointment is normally for 2 years, but subject to review 
at the end of the first year. Canvassing will disqualify but 
candidates are not precluded from visiting the Hospital if they 
so desire. 

For form of application, apply (enclosing stamped addressed 

envelope) to the Secretary, Lambeth Group Hospital Manage- 
ment Committee, to whom completed applications should be 
returned not later than 10th June, 1955. 
SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
HOUSE PHYSICIAN required at the above Hospital. Com- 
bined tuberculosis and acute medicine. Post vacant in June, 
1955. 

Form of application from the Secretary, Lambeth Group 

Hospital Management Committee, Renfrew-road, 8.E.11. 
ST. ANN’S GENERAL HOSPITAL, N.15. Kagilediivn 
are invited from registere d medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospital for a period of 6 months from 3lst May, 1955. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned 
immediately. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of HOUSE SURGEON to the Ophthalmic 
Department, post-registration, tenable for 6 months as from 
Ist July, 1955. 

Applications, together with copies of 2 testimonials, should be 
submitted to the unde rsigned by Ist June. 

*, CARUS-WILSON, Clerk to the Governors. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(593 Beds. ) Are ations are invited for the post of SENIOR 
HOUSE GFFICER (E.N.T., plastic, orthopedic, ophthalmo- 
logy, &c.), resident or non-resident. 

Applications, stating age, qualifications, experience, together 

with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary immediately. 
ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for an appointment as SENIOR REGISTRAR in 
Pathology to work between St. George’s Hospital, Hyde Park 
Corner, and the branch hospital at the Grove, Tooting. The 
work will cover all branches of clinical pathology including 
morbid anatomy. The appointment is for 1 year in the first 
instance, and the successful candidate will be required to take 
up duty as soon as possible. 

Applications, stating age, education, qualifications, experience, 
and the names of 2 referees, should reach the undersigned not 
later than lith June, 1955. 

P. H. CONSTABLE, House Governor. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications are invited for the post of HOUSE 
PHYSICIAN (pre- or post-registration). Post vacant 3rd 
June, 1955. Tenable for 6 months. Salary, &c., in accordance 
with national scale. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
forwarded to the Medical Superintendent. 
ST. LEONARD'S HOSPITAL,"Nuttall-street, London, N.1. 
(Acute—192 Beds.) Applications are invited from registered 
or provisionally registered practitioners for the post of HOUSE 
PHYSICIAN for 6 months commencing 15th June, 1955. 

Applications, with 2 recent testimonials, to the Hospital 

Secretary by 4th June, 1955. 
ST. LEONARD’S HOSPITAL, Nuttali-street, London, N.1. 
(Acute—192 Beds.) Applications are invited from registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
(casualty officer). The appointment is for 12 morths at a salary 
of £745 p.a., subject to a deduction for residential charges. The 
post is recognised for the Final F.R.C.S. 

Applications, with names of 2 referees, to the Hospital 
Secretary by 4th. June, 1955 


ST. LEONARD'S HOSPITAL, " Nuttall-street, London, 
N.1. (192 Beds.) Applications are invited for the post of RESI- 
DENT ANSTHETIST (Senior House Officer) with additional 
duties in the Group. The post is recognised for the D.A. Good 
opportunities will be given to study for higher qualifications. 

Applications, with 2 recent testimonials, to the Hospital 

Secretary by 28th May, 1955. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners, for the post of CASUALTY 
SURGEON (2 vacancies). Candidates must have held an 
appointment as House Surgeon at this Hospital or at another 
hospital approved by the Board of Governors. The appoint- 
ments are for a first period of 6 months ; the successful candi- 
dates will be required to take up their duties as soon as possible. 
Remuneration at Senior House Officer rate. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, not later than 31st May, 1955. 


ST. MATTHEW'S HOSPITAL, Shepherdess-walk, 
London, N.1. SENIOR HOUSE OFFICER required for duty 
commencing 13th June, 1955, for the above Hospital (Geriatric 
Unit, 320 Beds) which has an active Rehabilitation Unit. 
Resident Medica] staff consists of a Senior Hospital Medical 
Officer, a Registrar, and a Senior House Officer. Consultants 
visit regularly. The Hospital possesses most facilities for 
investigation and diagnosis. Salary £745 p.a., £130 deducted for 
board and residence. 
Applications to the Hospital Secretary by 7th June, 1955. 
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ST. JAMES’ HOSPITAL, Balham, 8S.W.12. 
MEDICAL REGISTRAR required for approximately 
from 3ist May. 

Applications, giving full details and names of 
Group Secretary at above address, immediately. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 29th August, 
1955, for a RESIDENT DENTAL HOUSE SURGEON (Senior 
House Officer). The post is recognised for the Fellowship in 
Dental Surgery, Royal College of Surgeons. Experience is given 
in both oral surgery and orthodontics, 

Further particulars and form of application, which must be 
returned not later than 20th June, 1955, are obtainable from the 
undersigned. 

H. F. RuTHEeRFoRD, House Governor and Secretary. 
TOTTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE, The Green, London, N.15. RESIDENT OBSTET- 


Locum 
3 weeks 


2 referees, to 


RIC HOUSE OFFICER (third post) required at Bearsted 
Memorial Hospital (Jewish Maternity Hospital). lordship- 
road, N.16, and at The Green, Hampton Court, for 6-month 


posts commencing Ist July, 1955. Both posts recognised for the 

D.Obst. R.C.0.G. Previous obstetric experience an advantage. 
Application forms from the Secretary, which should be 

returned at once. 

WANSTEAD HOSPITAL, Hermon Hill, 

(191 Beds.) HOUSE SU RGEON required. 


London, €.11. 
Post vacant Ist July, 


1955. Recognised for F.R.C. 
Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest 


Group Hospital Management Committee, Langthorne-road, E.11. 
WESTMINSTER CHILDREN’S HOSPITAL. West- 
MINSTER HOSPITAL TEACHING GROUP. Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (Registrar) 
for duty as soon as possible. The appointment is for 1 year in 
the first instance. 

Applications, with names of 
Secretary, Westminster 


3 referees, should reach the 
Children’s Hospital, Vincent-square, 


S.W.1, by 28th May, 1955. 

WESTMINSTER CHILDREN’S HOSPITAL. West- 
MINSTER HOSPITAL TEACHING GROUP. CASUALTY OFFICER 
required for 6 months from Ist July, 1955. Grade—House 


Officer (post-registration) or Senior House Officer, dependent on 
experience. 

Applications, with copies of testimonials. 
Secretary, Westminster Children’s 
8.W.1, by 28th May, 1955. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of REGISTRAR in Obstetrics and 
Gynrec ology for 1 year in first instance from Ist September, 1955. 

Applications (6 copies), with names of 2 referees, to House 
Governor by 4th June. 

WHIPPS CROSS HOSPITAL, London, E.11. 
(No. 10) HOSPITAL GROUP. Applications are 
following posts at above Hospital. 

LOUSE SURGEON (pre-registration) in General Surgery. 
HOUSE SURGEON (pre-registration) in Orthopedic Surgery. 
Application forms from the Hospital Secretary, to be returned 

by 3lst May, 1955. 

WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. RESIDENT SURGICAL REGISTRAR required at 
above Hospital. Post now vacant. Post is recognised for surgical 
training for Final Fellowship examination. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by Ist June, 1955. 
WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIANS. 4 posts vacant Ist July—2 at 
St. Nicholas Hospital, Plumstead, 2 at Brook General Hospital, 
Woolwich. All posts approved for Pre- registration Serv 

Applications to Group Secretary, Memorial Hospital, W fonbate h, 
8.E.18, not later than 27th May, 195 5. 

ASCOT, BERKSHIRE. HEATHERWOOD ORTHO- 
PHDIC HOSPITAL. (212 Beds.) Locum ORTHOPAEDIC 
REGISTRAR required for 6 weeks from llth June. 

Applications, giving full details, to Hospital Secretary. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds 
with all the usual special departments.) NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. RESIDENT AN2S- 
THETIC REGISTRAR (Male) required at above Hospital for 
general anesthetic duties at Ashford and such other hospitals 
as may be necessary. Post vacant 3ist May, 1955. Hospital 
may be visited by direct appointment with the Medical Director. 

Application forms obtainable from, and returnable to, Group 
Secretary, Staines Group Hospital Management Committee, 
Ashford Hospital, Ashford, Middlesex, by 3ist May, 1955. 
AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE HOSPITAL. HOUSE SURGEON to the Department 
of Ophthalmology which is centred on this Hospital and which 
conducts work at peripheral clinics. Vacant now. Post is 
recognised for D.O. and duties. will f- ‘ude some children’s 
surgery. 

Applications, with 2 testimonials, to Secretary-Superintendent 
as soon as possible. 
AYLESBURY. BUCKINGHAMSHIRE. TINDAL 
GENERAL HOSPITAL. (260 Beds.) HOUSE PHYSICIAN (Chest 
Unit), Male or Female. Pre-registration post, but registered 
practitioners invited to apply. Vacant 3rd July, 1955. Duties 
include care of about 25 chest cases (including T.B. chalets) 
and 4 clinics weekly, including refills, forming a&. progressive 
chest unit for the Aylesbury area. Instruction in bronchoscopy 
and bronchography given. An acute Geriatric Unit (27 Beds) 
and a Medical Outpatient Clinic give general medical experience. 
No casualty department. 

Please apply, with 2 


should reach the 
Hospital, Vincent-square, 


Leytonstone 
invited for the 


testimonials, to the Administrative 


Officer as soon as possible. 
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HOSPITALS BOARD OF 


ABERDEEN GENERAL 
MANAGEMENT. Applications are invited for the appointment 
of a REGISTRAR in Obstetrics and Gynecology with duties in 
the Aberdeen Royal Infirmary and Associated Hospitals. The 
post is a whole-time one and is non-resident. Salary and 
conditions of service are in accordance with the terms issued by 
the Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary. 
Aberdeen General Hospitals, P.O. Box No. 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment of a 
REGISTRAR in General Surgery at the Aberdeen Royal 
Infirmary and Woodend General Hospital. The post is a w hole 
time one and is non-resident. Salary and conditions of service 
are in accordance with the terms issued by the Department of 
Health for Scotland. 

Applications, giving details of qualifications and experience. 
with the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box No. 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 


ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. ABERDEEN ROYAL INFIRMARY. Applications are 
invited for the appointment of a REGISTRAR in Ophthalmology 
for the above Hospital. The post is a whole-time one and is 
non-resident. Salary and conditions of service are in accordance 
with the terms issued by the Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary. 
Aberdeen General Hospitals, P.O. Box No. 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ABERDEEN (near). KINGSEAT MENTAL HOSPITAL, 
NEWMACHAR. REGISTRAR in Psychiatry required for the 
above Hospital of 800 Beds. Salary in first year £850 and ip 
second year £965 ; other terms and conditions as laid down for 
medical staff in the Hospital Service. Deduction of £150 for 
board, &c. 

Applications, giving age, full details of qualifications and 
experience and the names of 2 referees, to be lodged with the 
Group Secretary. Aberdeen Mental Hospitals, 62, Queen’s-road 
(P.O. Box 91), Aberdeen, within 10 days of this advertisement. 
ALTON GENERAL HOSPITAL, Alton. (131 Beds.) 
WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. ANZS- 
THETIC REGISTRAR (Registrar grade) required for work 
mainly at the above Hospital and as required at the Lord Mayor 
Treloar and Henry Gauvain Hospitals. Successful candidate will 
be required to live in Alton. Preference will be given to candi- 
dates with the D.A. 

Forms of application, obtainable from the Group Secretary, 
Royal Hampshire County Hospital, Winchester, to be completed 
and returned not later than 6th June. 

BATLEY. THE GENERAL yes ttc 

HOUSE SURGEON (surgery and E.N.T.) 

HOUSE SURGEON (orthopedics and ophthalmology ). 
Both these sg ee are pre-registration posts, but 
consideration wili be given to Locum applications, and the 
- can be taken up immediately. 

Applications in writing, enclosing testimonials, should be sent 
to the Administrative Officer, The General Hospital, Carlinghow- 
hill, Batley. ‘ 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Locum 
RESIDENT CASUALTY OFFICER (Registrar grade) required 
— May pending permanent appointment. Salary £17 10s. per 
week. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 recent testimonials. 
should be forwarded to Group Secretary, Bedford Group Hospital 
Management Committee, 3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Pre- 
registration HOUSE SURGEONS required (1 end of May and 
3 middle of June). The appointments offer exceptional oppor- 
tunities for general experience in busy acute Surgical Units. 

Applications, stating age, nationality, qualifications, previous 
appointments (if any), together with copies of 2 recent testi- 
monials, should be forwarded to Group Secretary, Bedford Group 
Hospital Management Committee, 3, Kimbolton-road, Bedford. 
BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (Midway between London and Cambridge. 
Main Line Railway from Liverpool Street.) Applications are 
invited for the post of HOUSE OFFICER (surgical), first or 
second post held. Pre-registration post. Salary £425-£525 p.a., 
less £125 in respect of residential emoluments. Appointment to 
commence 29th May, 1955. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or names of referees, 
to the Hospital Secretary. . 
BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. Required, SENIOR 
HOUSE OFFICER or HOUSE OFFICER (including pre- 

tration), according to experience. 

etailed applications, with copies of 2 recent testimonials, to 
the Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. — 

(1) Selly Oak (Group 25) Hospital Management 

Committee, Oak Tree-land, Selly Cak, Birmingham, 


29 
ANESTHETIC REGISTRAR (resident/non-resident), for 
Birmingham Accident Hospital, Bath-row, Birmighham, 15. 
(2) Highcroft Hall Hospital, Birmingham, 23 
REGISTRAR in Psychiatry. All modern forms of treatment. 
Opportunities for outpatient clinic work. Resident/non-resident. 
Application forms for (1) from Group Secretary, and for 
(2) from Medical Superintendent at Hospital, to be returned 
before 6th June, 1955. Candidates may visit hospitals. 
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BIRMINGHAM, 15. ROYAL ORTHOPADIC HOSPITAL. 
(Long and short term orthoperedic cases (non-traumatic) 336 Beds 
and extensive outpatient services.) SENIOR HOUSE OFFICER. 
Registered medical practitioners, preferably with orthopedic 
experience. 

Applications, with copies of testimonials, to Administrator. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER for work in the 
Clinical Pathological Department, vacant Ist June, 1955, 
for 1 year. Applicants should have held resident appointments 
in a children’s hospital or a children’s department of a general 
hospital. 

Forms of application may be obtained from the House 
Governor and a be returned by 28th May, 1955. 

G. A. PHALP, Secretary to the Board of Governors. 
BINMINGNAM: THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. Applications are invited for the appointment of RESIDENT 
MEDICAL OFFICER in the grade of Senior House Officer, 
vacant 17th September, 1955, for 1 year. 

Forms of application may be obtained from the House 
Governor, and should be returned not later than lith June, 
1955. G. A. PHALP, Secretary to the Board of Governors. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for the appointment of MEDICAL 
REGISTRAR at the above Hospital. The post, which is resi- 
dent, is tenable for 1 year in the first instance and becomes 
vacant on 3rd August, 1955. 

Forms of application obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hos- 
pital, Gloucester-road, Boscombe, should be returned to him, 
duly completed, within 14 days of the appearance of this 
advertisement. ate 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appoint- 
ment of GENERAL HOUSE SURGEON. The appointment ts 
recognised for the F.R.C.S. examination and for pre-registration 
purposes and becomes vacant on 16th June. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applic ations are invited for the a 
of HOUSE PHYSICIAN. The appointment is recognised for 
pre-registration purposes and becomes vacant on 19th June. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER (Anesthetist), 
vacant beginning of June. The post is recognised for the D.A. 
and F.F.A.R.C.S. and is tenable for 12 months. Experience 
with ee ic Unit available. 

Applications to the Deputy 
Hospital. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications are invited for the appoint- 
ment of HOUSE SURGEON for general and thoracic surgery. 
The appointment is recognised for the F.R.C.S. examination and 
for pre-registration purposes and becomes vacant on 17th June. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BRENTWOOD, ESSEX. WARLEY HOSPITAL. Senior 
HOUSE OFFICER required Ist July, 1955. The Hospital is 
situated within easy reach of London by mein line electric 
service and bus. There are over 2000 beds and a wide experience 
of all types of mental disorders (including the neuroses) can be 
obtained. All modern treatments are carried out, including 
psychosurgery. Visiting Consultants in other specialties attend 
regularly. Teaching by senior staff and facilities for attending 
postgraduate courses are provided ; also experience of outpatient 
clinies. Regular clinical meetings are held. The successful appli- 
cant will work under the direction of a Corsultant Psychiatrist. 
Single accommodation available at present with a possibility 
of married quarters in the near future. Indoor and outdoor 
recreational facilities. The post may be non-resident. Salary 
at the rate of £745 p.a., less a reasopable charge for residential 
emoluments. 

Applications, stating age, experience and qualifications, should 
be sent to the Physician-Superintendent with the names of 2 
referees. ; 
BRADFORD CHILDREN’S HOSPITAL. Senior House 
OFFICER (Male or Female), vacant Ist June, 1955. Recog- 
nised for D.C.H. Salary £745 p.a., less £150 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Royal Infirmary, 
Bradford. 


BURTON-ON-TRENT GENERAL HOSPITAL. Ortho 
PEDIC AND ACCIDENT DEPARTMENT. (45 Beds.) JUNIOR 
HOSPITAL MEDICAL OFFICER required for Orthopedic and 
Accident Service. Supervision of Casualty Officer and perform- 
ance of minor and intermediate orthopedic operative sessions. 
Post available Ist August. 

Apply Group Secretary. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 

1 HOUSE SURGEON, vacant mid-June. Recognised for 

pre-registration and F.R.C.S. 

Applications, with details of experience, age and qualifications 
and naming 2 referees, to be sent to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7. 


Hospital Secretary at the 








BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) 

HOUSE SURGEON, mid-May. 

HOUSE SURGEON (including gynecology), of St May. 
All posts recognised for pre-registration and F.I 

Applications, stating age, qualifications and aunmoum and 

naming 2 referees, to be sent to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON to the 
Orthopeedic Unit, vacant now. This post is recognised as a pre 
registration appointment. 

Applications, stating age, qualifications and experience, 

together with copies of recent testimonials, to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, Brighton, 
as soon as possible. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited from registered medical practitioners for the appointment 
of CASUALTY /MEDICAL OFFICER (for casualty and general 
duties). House Officer grade. 

Applications, stating age, qualifications and experience, 

together with copies of recent testimonials, to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, Brighton, 
as soon as possible. 
BRIGHTON GENERAL HOSPITAL. House Surgeon 
(recognised for F.R.C.S.) to the General Surgical Unit (60 Beds). 
Post vacant on 25th June, 1955. The post is recognised as a 
pre-registration appointment. 

Applications, stating age, qualifications, experience, and 
naming 2 referees, should be sent to the Physician-Superin- 
tendent, Brighton General Hospital, Elm-grove, Brighton, 7. 
BROMLEY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER in Anesthetics (qualified 
minimum 1 year) for duty at group hospitals, residing at Bromley 
Hospital, required mame diately for 12 months. yoy ows for 
D.A. and F.F.A.R.C.S. Deduction for residence £150 p.a. 

Apply, hea 3 referees, to Administrative Officer, Bromley 
Hospital, Bromley; Kent. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. BURY GENERAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER (commalty 
and orthopedics), this post we ing recognised for the F.R.C.S 

Apply, stating names of 2 referees, to— 

H. WILKINSON, Group Secretary. 

Bury General Hospital, Walmersley-road, Bury, Lancs. 


BRISTOL. HAM GREEN HOSPITAL, Pill, near 
BRISTOL. Applications are invited for the post of RESIDENT 
ASSISTANT PHYSICIAN in the Infectious Diseases Depart- 
ment (350 Beds) of this Hospital. The Hospital contains a major 
Poliomyelitis Unit. a Tuberculous Meningitis Treatment Centre 
and offers wide experience in acute medicine. Salary and condi- 
tions on Junior Hospital Medical Officer scale. House available. 
Previous experience essential. 

Applications, stating age, qualifications, &c. to the Resident 

Physician. 
BRISTOL MENTAL HOSPITAL MANAGEMENT COM- 
MITTEE. BARROW GURNEY AND FISHPONDS HOSPITALS. Applica- 
tions are invited from registered medical practitioners for 
appointments of SENIOR HOUSE OFFICERS. Experience 
in general medicine or neurology an advantage. The Group 
includes Modern Admission Ynits, Neurosis Centre, and Day 
Hospital, with Departments of Applied Psychology, Electro- 
encephalography, and Biochemical Research. The appoint- 
ments offer opportunities for experience in many aspects of 
acute and chronic psychiatric illness. 

Applications, giving details of experience, and names of 
3 referees, should be made to Medical Superintendent, Barrow 
Hospital, Barrow Gurney, near Bristol, within 2 weeks of 
appearance of this advertisement. 

BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Applications are invited for 
the following appointments which will become vacant on 
Ist August, 1955 :-— 
Southmead Hospital, Bristol (571 Beds including 133 
maternity ) 

1 SENIOR HOUSE OFFICER (pathology }—general experi- 
ence in clinical pathology, including blood-transfusion service 
duties. 

1 SENIOR BOUSE OFFICER (medical) with duties as Senior 
Resident Office 

SENIOR HOU SE OFFICERS (casualty) (1 will also bave 
dutinn as Orthopedic House Surgeon and the other as F.N.T. 
House Surgeon). Posts recognised for F.R.C.S. exemination. 

2 HOUSE OFFICERS (casualty) (1 will also have duties as 


Orthopedic House Surgeon and the other as E.N.T. House 
Surgeon). Posts recognised for F.R.C.S. ee a 
3 HOUSE SURGEONS. Posts recognised for F.R.C.S. exami- 


nation. 
: oy SE PHYSICIANS. 

HOUSE SURGEON (gynecology). 
M. Re -.0.G. examination. 

3 HOUSE OFFICERS (obstetrics). 
M.R.C.O.G. examination. 

2 HOUSE PHYSICIANS (pediatrics). 
D.C.H. 

Snowdon Road Hospital, Fishponds, Bristol! (300 Beds 
ee sick, general medical cases, T.B. and derma- 
tology 

1 SE NIOR. HOUSE OFFICER (medical). 

Applications are also invited for 1 HOUSE OFFICER 
(obstetrics) at Southmead Hospital for 6 months commencing 
Ist November, 1955. 

Applications, on forms to be obtained from the undersigned, 
to be returned not later than 18th June, 1955. 

©, C. Hancock, Group Secretary. 
Southmead Hospital, Bristol. 


Post recognised for 
Posts recognised for 


Posts recognised for 
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BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Ap) lications are invited by the above Boards 
from registered medical practitioners for the joint appointment 
of REGISTRAR in G-neral Surgery. This post becomes vacant 
on 15th August, 1955. The appointment will be held for 1 year 
in the first instance and be renewable for a further year. The 
successful candidate will be appointed to work for the first year 
mainly at the Taunton and Somerset Hospital, Taunton, but may 
be required to undertake duties in other hospitals in the area. 
Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 10th June, 1955. 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Oph- 
THALMOLOGICAL REGISTRAR, vacant 24th June, for 1 
year in the first instance, reviewable annually. 

Apply, with full particulars and names of 3 referees, to 

Secretary by 4th June. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
ORTHOPADIC HOUSE SURGEON, which is recognised for 
the F.R.C.S. Diploma is now vacant. National Health Service 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
. (276 Beds.) E.N.T. AND EYE DEPARTMENTS. SENIOR 

USE OFFICER. Salary £745 p.a. Post vacant early June, 
1955. Approved for F.R.C.S. and special diplomas. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GYNECOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C.O.G. 6 months 
appointment. Post now vacant. National Health Service salary 
and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. ELY HOSPITAL, Ely, Cardiff. (515 Beds; 
300—Mental Defectives, 200 Senile Psychotics.) WHITCHURCH 
AND ELY HOSPITAL MANAGEMENT COMMITTEE. Applications are in- 
vited for the post of JUNIOR HOSPITAL MEDICAL OFFICER 
(Male or Female). Salary £775 p.a. rising by annual increments 
to £1075 p.a. There is no residential accommodation available. 

Detailed applications, 2 to be 





giving the names of 2 referees, 
forwarded to the Medical Superintendent. 
CARDIFF ISOLATION HOSPITAL. Senior 
OFFICER (resident) required at above Hospital. 
Apply immediately to Group Secretary, Cardiff 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
LLANDOUGH HOSPITAL. Applications are invited for the post of 
SENIOR HOUSE OFFICER to work part-time in the medical 
wards of the Miners’ Chest Diseases Treatment Centre, and part- 
time in the Department of Thoracic Surgery. 
Application forms can be obtained from the 
United Cardiff Hospitals, Cardiff Royal Infirmary. 
CARLISLE. CUMBERLAND INFIRMARY. Applica- 
tions are invited for the appointment, for a 12 months period, 
of SENIOR HOUSE OFFICER (orthopedic and fracture ). 
Applications, stating age and giving details of education, 
training and experience, together with the names of 2 referees, 
should be sent to the Secretary as soon as possible. 
CASTLEFORD, NORMANTON AND DISTRICT HOS- 


House 


Hospital 


Secretary, 


PITAL. RESIDENT SURGICAL OFFICER (graded Senior 
House Officer). Married accommodation available. 
Applications to Secretary, Great Northern House, Salter- 


row, Pontefract, Yorks. 


CHEPSTOW, MONMOUTHSHIRE. PLASTIC SURGERY 
JAW INJURIES AND BURNS CENTRE, 8T. LAWRENCE HOSPITAL. 
(100 plastic surgery, 50 orthopedic beds.) SENIOR HOUSE 
OFFICER in Plastic Surgery required. Previous experience in 
specialty not essential. The successful candidate will receive 
a thorough training in plastic surgery and burns. Hospital 
intakes from most of Wales and provides extensive experience. 
There is another Senior House Officer in plastic surgery and 
also a Senior Hospital Officer in orthopedics. Salary £745, 
less €150 board-residence. 

Write, quoting 2 referees, to T. A. 
64, Cardiff-road, Newport, Mon. 
CHESTER ROYAL INFIRMARY. xii 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT or NON-RESIDENT 
CASUALTY OFFICER (Junior Hospital Medical Officer). The 
duties of this post, which is recognised for the F.R.C.S. will 
include supervision of the Hand Clinic and work in the Ortho- 

peedic and Accident Departments. 

Applications, together with the names and addresses of 
referees, should be forwarded to the Group Secretary, 5, King’s- 
buildings, Chester. 


CHICHESTER. ROYAL 
CHICHESTER GROUP HOSPITAL MAN AGE MENT COMMITTEE. 
MEDICAL REGISTRAR required 25th June—6th July. 
Apply Group Secretary, 174, Broyle- -road, Chichester. = 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. National salary scale for first, 
second, or third posts. Post ex: fer pre-registration practi- 
tioners. Post recognised for F.R.¢ 7 residents including 
Resident Surgical Officer and 3 oe. Surgeons. Vacant from 
9th June or sooner. Second vacancy from 12th July or sooner. 


JONES, Group Secretary. 


Chester and 


WEST SUSSEX HOSPITAL. 
Locum 


Apply to Senior Administrative Officer. 
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CHICHESTER, SUSSEX. ST. RICHARD’S HOSPITAL. 
(400 Beds.) Required, 2 HOUSE SURGEONS (pre-registration) 
for 6 months only in the first instance, vacant Ist July, 1955. 
The Men or Women appointed will work primarily in the surgical 
wards of the Hospital. Hospital recognised for F.R.C.S. 

Applications, stating age, qualifications and experience and 
giving names of 2 persons to whom references may be made, 
should be sent to the Surgeon-Superintendent. 


COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for : 
Essex County Hospital, Colchester (188 Beds) 
SENIOR HOUSE OFFICER (Casualty oa yea yi? >. 
Post tenable for 6 months or 1 year. Recognised for F.R.C. 
— and District Hospital, Clacton-on- -Sea “(58 
3eds ) 
SENIOR HOUSE OFFICER Officer). 
Post tenable for 1 year. 
Applications, with copies of 3 testimonials, to the Group 
Secretary, 14, Pope’s-lane, Colchester, Essex. 


COLCHESTER HOSPITAL MANAGEMENT 
cE. Applications are invited for :— 
Essex County Hospital, Colchester (188 Beds) 

HOUSE OFFICER (surgical). 

HOUSE PHYSICIAN. 
second, third or pre-registration 
6 months. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex 
COULSDON, SURREY. 
Applications are invited for the post 
modern forms of treatment are carried out in this Hospital 
(2000 Beds) and Outpatient Departments. The Hospital is 
recognised for the D.P.M. The Physician-Superintendent will 
give further information or arrange for the Hospital to be visited. 

Forms from Secretary without delay. 


DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of CASUALTY 
OFFICER, with anesthetic duties. House Officer grade 
post, recognised for Pre-registration Service. Post now vacant. 
4 residents on staff. Salary £425/€475, with £125 deduction for 
residential emoluments. Appointment for 6 months. 

Applications, enclosing copies of 2 recent testimonials, 
Secretary, Noble’s Hospital, Douglas, Isle of Man. 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. 

The Guest Hospital, Dudley (154 Beds) 

SENIOR HOUSE OFFICER (casualty). Post recognised for 

F.R.C.S. examination. 
Wordsley Hospital, 


(Resident Surgical 


CcOoM- 
tenable for 


posts ; 


“NETHERNE HOSPITAL. 
of REGISTRAR. Al 


to the 


near Stourbridge (478 Beds) 


SENIOR HOUSE OFFICER (anesthetics). Resident. 
Previous experience house appointments essential. Experience 
available general surgery, gynecology, orthopedics, plastic 


surgery unit. 

HOUSE OFFICER (surgical) pre-registration. 
; HOUSE OFFICER (medical), pre-registration. 

une. 

Applications, stating age, 

testimonials, to Group Secretary, 
Worcs. 
DUMFRIES. CRICHTON ROYAL MENTAL HOSPITAL. 
Applications are invited from registered medical practitioners for 
the post of HOUSE OFFICER which will become vacant on 
Ist June. The post is recognised under the Medical Act, 1950, 
for Pre-registration Service. Salary according to national scale. 
Previous experience in psychiatry not required. Every facility 
for training in psychiatry on the most modern lines. 

Forms of application to be obtained from the Physician- 
Superintendent to whom these should be returned with copies 
of testimonials. 

DUNBARTONSHIRE HOSPITALS BOARD OF 
MANAGEMENT. NEW VALE OF LEVEN HOSPITAL, ALEXANDRIA, 
DUNBARTONSHIRE. Applications are invited for the post of 
SENIOR HOUSE OFFICER in Surgery and Gynecology 


Post vacant 


with copies of 3 recent 
Dudley, 


experience, 
The Guest Hospital, 


for term commencing August, 1955. The appointment will be 
for 1 year in the first instance. 
Applications, stating age, qualifications and experience, 


together with copies of 2 recent testimonials, to be forwarded 
to the Secretary, Board of Management for Dunbartonshire 
Hospitals, Vale of Leven Hospital, Alexandria, Dunbartonshire. 
DURHAM. UNIVERSITY OF DURHAM AND 
SHEFFIELD REGIONAL HOSPITAL BOARD. Joint Training Scheme 
for Registrars in Psychological Medicine. Applications are 
invited for a number of posts of REGISTRAR in Psychiatry. 
It is proposed in the first instance that 1 Registrar will be allotted 
to each of the following hospitals: Carlton Hayes, near 
Leicester ; Mapperley, Nottingham ; Pastures, near Derby : 
Middlewood, Sheffield. Appointments to commence in August/ 
September, 1955. These posts form a poss of the Joint Training 
Scheme in Psychiatry sponsored by the Newcastle and Sheffield 
Regional Hospital Boards, in conjunction with Durham 
University. The tenure will be subject to annual review and the 
duties will be changed periodically in order to provide varied 
experience, including mental deficiency. The normal period of 
training will be 2-3 years according to the previous experience 
of the trainee. The Regulations for the D.P.M. .(Durham) 
require no special course of study for Part I of the examination. 
In order to take Part II the candidate will be given 6 months 
study leave with pay to attend a full-time course of instruction 
at Newcastle under the egis of the Professorial Department of 
Psychological Medicine. Full particulars of the scheme may be 
obtained from the Senior Administrative Medical Officer, 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield. 

Applications should be made to the Secretary of the Board 
by 30th May, 1955, giving age, nationality, qualifications, 
present and previous appointments with dates, naming 3 referees. 
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DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 
HOUSE OFFICER. Recognised for D.C.H 

Apply, giving 2 names for reference, to Group Secretary, 
No. 1 Hospital Manageme nt Committee, Babington-lane, Derby. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER, vacant July. Recognised for D.C.H. 

Apply, giving 2 names for reference, to Group Secretary, 
No. 1 Hospital Management Committee, Babington-lane, Derby. 
DERBY. DERBYSHIRE HOSPITAL FOR WOMEN. 
(60 Beds.) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER (gy necology), vacant early July. Post 
recognised for M.R.C.O.G. in Gynecology. 

Apply, giving 2 names s for reference, to Group Secretary, No. 1 
Hospital Management Committee, Babington-lane, Derby. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
PHYSICIAN (pre-registration), vacant ‘st July. 

Applications, with copies of 2 testimonials, to Hospital 

Secretary. 
DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship and D.L.0.) DONCASTER 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER in the E.N.T 
Department. Post vacant now. 

Applications to the Secretary to the Committee at the Don- 
easter Royal Infirmary. 

DORKING GENER HOSPITAL, Horsham-road, 
DORKING. SENIOR HOUSE OFFIC ER (general surgery, 
orthopeedics, and E.N.T.) 

Apply, with 2 copy test imonials, to the Medical Superintendent. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
SURGICAL REGISTRAR, Peterborough Memorial Hos- 
pital. General Hospital, with busy surgical department, provid- 
ing wide range of work and experience. Appointment for 1 
year, renewable for second year. Candidates invited to visit 
Hospital by direct arrangement with Hospital Management 
Committee Secretary at the Hospital. 

Applications, stating age, experience, and names of 3 referees, 

to Secretary of Board, 117, Chesterton-road, Cambridge, by 
30th May, 1955. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ORTHOP-EDIC REGISTRAR, East Suffolk and Ipswich 
Hospital and Ipswich Borough General Hospital. Post provides 
excellent training in orthopedic surgery. Appointment for 1 
year, renewable for second year. Candidates invited to visit 
Hospital by direct arrangement with Hospital Management 
Committee Secretary, East Suffolk and Ipswich Hospital, 
Ipswich. 

Applications, stating age, experience, and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
6th June, 1955. 

EAST CUMBERLAND HOSPITAL MANAGEMENT 

COMMITTEE. Applications are invited for the following appoint- 

ments for the 6 months period commencing Ist August, 1955 : 
Cumberland Infirmary, Carlisle (340 Beds) 

1 HOUSE OFFICER (general medicine ). 

3 HOUSE OFFICERS (general surgery ). 

1 HOUSE OFFICER (gynecology and obstetrics). 

City Maternity (65 Beds) and City General (192 Beds) 
Hospitals, Carlisle 

1 HOUSE OFFICER (obstetrics and gynecology ). 

All the above posts are recognised for pre-registration purposes. 

Applications, stating age, and giving details of education, 
training and experience, together with the names of 2 referees, 
should be sent to the Secretary, Cumberland Infirmary, Carlisle, 
as soon as possible. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SU RGEON required 6th June. 
Pre-registration post. Recognised for F.R.C.S. 

Applic: ations, stating age, qualifications, my experience, with 

copies of 2 recent testimonials, should be sent immediately to 
Group Sec ‘retary at above address. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required for Ortho- 
peedic, E.N.T., and Eye Departments, vacant 6th June. Pre- 
registration post. 

Applications, stating age, qualifications, and experience, with 
copies of 2 recent testimonials, should be sent immediately to 
Group Secretary at above address. zs 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT or NON- 
RESIDENT CASUALTY OFFICER (Junior Hospital Medical 
Officer grade), vacant Ist July, 1955. The post is recognised 
for the F.R.C.S. examination. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary by 4th June, 1955. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from pre-registration and registered 
medical practitioners for the post of HOUSE SURGEON, 
vacant llth June, 1955. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary by 28th May, 195 5. 

EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 

Pre-registration HOUSE SURGEON (general and E.N.T. 

surgery ). 

Pre-registration HOUSE PHYSICIAN. 

Both posts vacant Ist July, 1955. Busy general hospital with 
easy access to London. 

Applications, with copy of testimonial from medical school, to 
reach the Group Secretary, Epping Group Hospital Management 
Committee, St. Margaret’s Hospital, Epping, Essex, by 3rd June, 
1955. 








EPPING. ST. MARGARET'S HOSPITAL. (485 Beds.) 
RESIDENT SENIOR HOUSE OFFICER (surgery) as Casualty 
Officer and Orthopedic House Surgeon. Immediate vacancy. 
Recognised training post for F.R.C.S. Busy general hospital 
with easy access to London. Salary on national scale, less 
deduction for board, lodging, &e. 

Applications, with copies of 2 recent testimonials, to the 
Group Secretary, Epping Group Hospital Management Commit- 
tee, St. Margaret’s Hospital, Epping, Essex, immediately. 


EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) 2 RESIDENT HOUSE PHYSICIANS for above 
Hospital. Posts vacant 10th and 18th July, 195 6 months 
appointments. Posts recognised for pre-registration purposes. 

Applications, stating age, qualifications, experience and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 28th May, 1955. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE SURGEON (third post), vacant 
immediately. Duties with General Surgical Unit which includes 
some orthopedics. 6 months appointment. Post recognised 
by the Royal College of Surgeons. 

Applications, with the names and addresses of 2 referees, to 

the Secretary of the Management Committee. 
GLASGOW NORTH-EASTERN MENTAL HOSPITALS 
BOARD OF MANAGEMENT require RESIDENT JUNIOR HOSs- 
PITAL MEDICAL OFFICER for Woodilee Mental Hospital, 
Lenzie. Salary £775-£50—£1075 p.a. 

Applications, stating age, training and experience and qualifica- 

tions, and names of 2 referees, to be.sent to the Medical Superin- 
tendent, Woodilee Mental Hospital, Lenzie. 
GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW. Applications are invited for the post of 
SENIOR HOUSE OFFICER (resident) in Surgical Pediatrics 
at the above Hospital. National Health Service salary and 
conditions of service. 

Applications, with names of 3 referees, to be lodged with the 
Secretary, Board .of Management for Glasgow and District 
Childrens Hospitals, 86, St. Vincent-street, Glasgow, C.2, by 
6th June. 
GLASGOW, N.1. 





STOBHILL GENERAL HOSPITAL. 
PSYCHIATRIC UNIT. HOUSE OFFICERS (resident), Male or 
Female, required Ist August, 1955. 180 Beds, 1500 admissions 
yearly, acute treatable cases. Unit recognised for D.P.) 

Apply to Medical Superintendent. 
GRIMSBY GENERAL ye tae Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post, 
now vacant, of SENIOR HOUSE OFFICER (orthopedic). 
Locum would be considered. 

Applications, with names and addresses of 2 referees, to 
Hospital Secretary, Grimsby General Hospital. 
HAROLD WOOD HOSPITAL, Harold Wood, Essex. (415 
Beds. ) Locum SENIOR REGISTRAR (medicine) required 
full-time at major General and Casualty Hospital of Group. 
Resident or non-resident. Higher qualifications necessary. 

Applications, with names of 2 referees, as soon as possible 
to Group Secretary, Brentwood Group Hospital Management 
Committee, High Wood Hospital, Brentwood. 
HEMEL nae bey HERTFORDSHIRE. west 
HERTS HOSPITAL. CASUALTY OFFICER (Junior Hospital 
Medical Officer) required. Post vacant 28th May, 1955 

Applications, stating 2 names for reference, should be sent to 


the Hospital Secretary. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. wesT 
HERTS HOSPITAL. Locum Tenens SENIOR HOUSE OFFICER 
(peediatrics ) required for period 13th June—3rd July (inclusive ). 
Applications, together with copies of 2 recent testimonials, 
should be sent to the Hospital Secretary as soon as possible. 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. House 
SURGEON (general and traumatic). Pre-registration House 
Officers may also apply. 

Applications, together with copies of not more than 3 recent 
testimonials, to Medical Director, by 30th May. 
HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
(General—705 Beds.) REGISTRAR for Otorhinolaryngology 
Department. Ample opportunity for practical operative 
experience, Post recognised for D.L.O. Hospital may be visited 
by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Uxbridge Group Hospital Management Committee, 
The Furze, Pield Heath-road, Uxbridge, Middlesex, by 30th 


May. ‘ 
HITCHIN, HERTFORDSHIRE. NORTH HERTS HOS- 
PITAL. Applications are invited for the post of HOUSE 


SURGEON in the Department of Obstetrics and Gynecology 
(42 obstetric beds, and 20 gynecological beds), vacant 23rd 
June, 1955, and tenable for 6 months. Recognised for 
D.Obst.R.C.0.G. 

Applications, stating age, nationality qualifications and 
experience, together with testimonials, to the Medical Adminis- 
trator, Lister Hospital, Hitchin, as soon as possible. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty on Ist June, 1955. 
The post is recognised as a pre-registration appointment. Salary 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H, J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum OPHTHALMIC REGISTRAR (whole-time) 
require d from 28th May to 25th June (4 weeks). Remuneration 
£17 10s. weekly. 

Apply to Group Secretary, 11, Holmesdale-gardens, Hastings. 
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HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) SENIOR HOUSE OFFICER required for 
urology and children’s surgery. Post vacant 9th July, is recog- 
nised for F.R.C.S., and may be tenable for 6 or 12 months. 
National scale of salary. 

Apply to Hospital Administrator, giving 3 names for reference. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Orthopedic Surgery required. 
Duties include work in the Casualty Department. Post recognised 
for F.R.C.S., vacant shortly. Salary £745 p.a., with deduction 
of £130 p.a. for residence, &c. 

Applications to Group Secretary, 
Halifax. 
HULL. KINGSTON GENERAL HOSPITAL. (426 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON. This post is mainly gynecological, but 
also includes E.N.T. and general surgery. Pre-registration post. 
Vacant Ist June and tenable for 6 months. 

Applications. giving full details, and copies of 2 recent testi- 

monials, to the Hospital Secretary. 
ILFORD. KING GEORGE HOSPITAL, Eastern-avenue. 
There will be a vacancy for a HOUSE PHYSICIAN at above 
Hospital on 23rd June, 1955. Second post pre-registration. The 
post will be tenable for 6 months. 

Applications, giving full particulars and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. 

H. F. HARRIS, Secretary, 

Iiford and Barking Group Hospital Management Committee. 
ILFORD. KING GEORGE HOSPITAL, Eastern-avenue. 
There will be vacancies for the following at above Hospital : 


Royal Halifax Infirmary, 





HOUSE SURGEON, 23rd July, 1955, first or second post 
pre-registration. 
HOUSE SURGEON, 4th August, 1955, first or second post 


pre-registration. 

The posts will be tenable for 6 months. 

Applications, giving full particulars and 
testimonials, should be sent to the undersigned within 7 
of the appearance of this advertisement. 

H. F. HARRIS, Secretary, 

Ilford and Barking Group Hospital Manage ment Committee. 
ILFORD. KING GEORGE HOSPITAL. (Generali Hos- 
pital—-211 Beds.) There will be a vacancy for a SENIOR 
HOUSE OFFICER (Orthopedic Department) at above Hospital 
on 8th June, 1955. Salary will be at the rate of £745 p.a., less 
emoluments. Recognised for F.R.C. 

Applicants should have been re “a red not less than 1 year 
and should send applications accompanied by copies of 3 testi- 
monials to the undersigned within 7 days of the appearance of 
this advertisement. 

H. F. Harris, Secretary, 


Ilford and Barking Group Hospital Management Committee. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(356 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the Senior General Consulting Surgeon. 
The post is recognised for pre-registration and for the F.R.C.S8. 
examinations. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. 

IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (356 Beds.) Applications are invited for the post of 
CASUALTY OFFICER (Senior House Officer grade). The 
post is recognised for the F.R.C.S. examination. 

Applications, stating age and nationality, together with 
copies of recent testimonials, to Hospital Secretary. 
IPSWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTER. Applications are invited for the post of HOUSE 
PHYSICIAN at the East Suffolk and Ipswich Hospital (356 
Beds), vacant on Ist June, 1955, and for 2 posts of HOUSE 
PILYSICIAN at the Ipewich Borough General Hospital (270 
Beds), vacant on 26th June and 10th July, 1955. The appoint- 
ments are recognised for pre-registration, and the vacancy on 
10th July will include prediatric duties. 

Applications, giving details of qualifications, age, nationality, 
&c., together with copies of 2 recent testimonials, to 

JOHN WILLIAMS, Group Secretary, 
Ipswich Group Hospital Management Committee. 

Anglesea-road, Ipswich. 

KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES, KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified medical 
officers for the post of HOUSE OFFICER (gynecology), 
reside * This post which is not pre-registration, falls vacant 
on Ist July, 1955. 

Applications, 


accompanied by 
days 








stating age. qualifications and experience, 
together with copies of 2 recent testimonials, should reach the 
Physician-Superintendent of the Hospital by 31st May, 1955. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. Applications are invited for the post of Locum 
Tenens REGISTRAR (anesthetics), whole-time, 20th June— 
ist July inclusive. 

Applications within 7 days to Physician-Superintendent of the 


Hospital, stating age, qualifications, experience, and names of 
referees. 7 — 
LIVERPOOL. AINTREE HOSPITAL (late Fazakerley 


Sanatorium). LIVERPOOL AND DISTRICT FAZAKERLEY GROUP OF 
HOSPITALS MANAGEMENT COMMITTER. RESIDENT SENIOR 
HOUSE OFFICER (surgical). Applications are invited from 

registered medical practitioners. The Hospital is for the treat- 
—— of pulmonary and non-pulmonary tuberculosis, and is a 
main centre for thoracic surgery and has an Orthopredic Depart- 
ment. Salary will be in accordance with terms and conditions 
of service for hospital medical staff. 

Applications, endorsed Resident Senior House Officer, to be 
submitted immediately to the Physician-Superintendent, Aintree 
Hospital, Liverpool, 9 
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KETTERING GENERAL HOSPITAL. Kettering and 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appoint- 
none - SENIOR HOUSE OFFICER in Anesthetics, recognised 
or D.A. 

Applications, giving details of qualifications and enclosing 

copies of 3 recent testimonials, to be sent to the Group Secretary, 
General Hospital, Kettering. 
LANCASTER MOOR HOSPITAL, Lancaster. (Re nal 
MENTAL HOSPITAL.) Applications invited for post of RESI ie NT 
or NON-RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER (Male or Female) on a tenure of 4 years : preference 
to candidates who have held house appointments at general 
hospitals. Previous experience in psychiatry not essential. 
Furnished quarters for single persons. Modern methods of 
investigation and treatment carried out. Outpatient clinics (5) 
staffed from Hospital. 

Apply Medical Superintendent. 

LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) CASUALTY OFFICER (Senior House 
Officer), Male or Female, resident. Post vacant Ist June, 1955, 
and suitable for one reading for higher qualifications, being 
recognised for F.R.C.S., affording contact with all Specialist 
Units in the Hospital. 

Applications, with 


Hospital Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) RESIDENT HOUSE SURGEON (generat 
surgery). Post vacant l4th June, 1955. Recognised for pre- 
registration and F.R.C.S. Post provides excellent experience. 
Good accommodation available. 

__Apply Hospital Secretary. 
LEEDs, 2. PUBLIC DISPENSARY “AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the appoint- 
ment of CASUALTY OFFICER (Senior House Officer) at the 
above Hospital. The appointment, which is recognised by the 
Royal College of Surgeons for Fellowship, will be for a period of 
1 year. Salary in accordance with the agreed terms and condi- 
tions of service of hospital medical and dental) staffs, with an 
appropriate deduction in respect of board, lodging, &c 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

. FOLKARD, Secretary to the Committee. 
Administrative Offices, St. James’s Hospital, Leeds, 9. 


names and addresses of 3 referees, to 


LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 
Anesthetics 
Huddersfield Group (resident or non-resident). 
Chest Diseases 
The Hospital, Middleton-in-Wharfedale (350 T.B. beds). 


Residential accommodation available for single applicant. 
Orthopedic Surgery 

(a) Woodlands Orthopedic Hospital, Rawdon (100 Beds), 
and Orthopedic Outpatient Department, Bradford Royal 
Infirmary. Offers excellent training in all branches of accident 
and orthopedic surgery (may be non-resident). 

(6) Pinderfields General Hospital, Wakefield (70 short-stay 
and 160 long-stay orthopedic beds), and at other hospitals in the 
Wakefield A and B Groups (resident). 

Psychiatry 

(a) De la Pole Hospital, Willerby (1100 Beds), and associated 
clinics (resident or non-resident ). 

(6) Broadgate Hospital, Beverley (600 Beds). 
for single person (resident /non-resident ). 

If desired facilities for attendance at the Leeds University 
Hy AS be provided if the successful candidates are studying for the 

) 


Accommodation 


Appito ations, stating age, qualifications and details of appoint- 
ments held showing dates, with names and addresses of 3 referees. 
to the Secretary, Joint Registrars Committee, Park-parade, 
Harrogate. by 2nd June, 1955. 

LEEDS REGIONAL HOSPITAL BOARD. 
REGISTRAR posts :— 
Anesthetics 

Bradford A and B Groups (non-resident). Subject to satis- 
factory progress the successful candidate may be given the 
opportunity of undertaking a period of training at the General 
Infirmary at Leeds. 

Psychiatry 

(a) 5 sessions as Trainee Specialist in Child Psychiatry at 
the University Department of Psychiatry at the General Infir- 
mary at Leeds and the remainder of the time in mental deficiency 
at the Westwood Hospital, Bradford, and associated colonies. 
Accommodation available for a single person. May be non- 
resident, in which case the person appointed should reside in 
Bradford. Candidates must hold the D.P.M. or equivalent 


qualification. 

(b) Stanley Royd Hospital, Wakefield (2000 Beds), and 
associated clinics. Accommodation for a single person is avail- 
able. It is anticipated that the successful candidates will under- 
take 2 clinical sessions (which may include research) in associa- 
tion with the Department of Psychiatry of the University of 
Leeds. Candidates must hold the D.P.M. or equivalent 
qualification. 

Applications, stating age, qualifications and details of appoint- 

ments held showing dates, with names and addresses of 3 referees, 
to the Secretary, Joint Registrars Committee, Park-parade, 
Ilarrogate. not later than 26th May, 1955. 
LEEDS. THE UNITED LEEDS HCSPITALS. The 
GENERAL INFIRMARY AT LEEDS. RESIDENT AL RAL OFFICER 
required. The post is graded Senior House Officer and the salary 
£745 p.a. 

Applications, giving details of age, qualifications, previous 
posts with dates, and 3 names for reference, should be sent to 
the Secretary to the Board as soon as possible. 


Senior 
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LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. RESIDENT ORTHOPZDIC 
OFFICER (Senior House Officer status) required. The post 
will be for an initial period of 6 months, renewable for a further 
6 months thereafter. 

Applications, stating age, qualifications, 
with dates, with the names of 3 referees, 
Secretary to the Board as soon as possible. 


LEEDS. THE UNITED LEEDS HOSPITALS. Applica~ 
tions are invited for the post of SFNIOR HOUSE OFFICER 
in the Radiotherapy Centre of the General Infirmary at Leed:. 
The post is resident and will be for a period of 1 year. The post 
affords excellent opportunity for training in this specialty. 

Applications, stating age, qualifications, and previous experi- 
ence, with the names of 3 referees, should be forwarded to the 
undersigned not later than 4th June, 1955. 

. ARNOLD TU 1; Secretary to the 

The General Infirmary, Leeds, 


LEEDS. THE UNITED ey HOSPITALS. ‘Anesthetic 
REGISTRAR (whole-time) required. Mainly to conduct an 
investigation into casualty and outpatient aneesthesia under the 
direction of the University Reader in Anmsthesia. The successful 
applicant will also be required to undertake additional work in 
the Teaching Hospital. Previous research experience would be 
an advantage but is not essential. The appointment is subject to 
National Health Service regulations. 

Applications, giving details of experience (with relevant dates), 
age, nationality, and the names of 3 referees, should be sent to the 
undersigned not later than 4th June, 1955 

J. ARNOLD TUNSTALL, Secretary to the Board. 

The General Infirmary, Leeds, 1. 

LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for the 
appointment of SENIOR HOUSE OFFICER (orthopedics). 
The appointment, which is recognised by the Royal College of 
Surgeons for Fellowship, will be for a period of 1 year and the 
salary will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs, namely, £745 p.a. 
with an appropriate deduction in respect of board, lodgings, and 
other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James's Hospital, Leeds, 9 

LEICESTER (near). MARKFIELD SANATORIUM. 
215 Beds.) Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER (medical). Salary 
£745 p.a.. less £150 p.a. residential emoluments. The appoint- 
ment is tenable for 12 months and may be extended. Experience 
will be gained in chest diseases, with close association with 
neighbouring thoracic surgical unit, and also E.N.T. surgery. 

Applications, giving age, qualifications, dates, &c., and copies 
of 2 recent testimonials, to be forwarded as soon as possible to 
the Physician-Superintendent at the above Hospital. 


and previous posts 
should reach the 


Board. 


LICHFIELD (near). ST. MATTHEW’S HOSPITAL, 
BURNTWOOD, LICHFIELD, STAFFS. (1350 mental beds.) JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) required. 


Resident accommodation available. 
Applications, with names of 2 referees, to Medical Super- 
intendent. 
LINCOLN. ST. GEORGE’S HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of JUNIOR HOSPITAL MEDICAL OFFICER at the 
above Hospital which becomes vacant on 4th June. Duties 
include assisting in the care of medical, surgical, and geriatric 
patients. Married accommodation is available. 
Applications, giving full particulars together with 3 names for 
reference, should be addressed to 
R. Group 


Lincoin No. 1 


W. Howick, Secretary. 

County Hospital, Lincoln. 

MACCLESFIELD. PARKSIDE MENTAL HOSPITAL. 
(1670 Beds.) Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatric). Accommoda- 
tion available for a married or a single person. The appointment 
in the first place will be for a period of 4 years but reapplication 
may be made by the successful applicant at the end of this 
oat All forms of modern treatment are in use and the 
Iospital is recognised by the Conjoint Board for the purposes 
of the D.P.M. 

Applications, with the names of 3 referees, to be sent to the 
Medical Superintendent. 

MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above Hospital. Post now vacant. There are 55 oN.’ 
beds and 6 specialist operating sessions each week. Valuable 
experience is av ailable, and the post is recognised for the purpose 
of the F.R.C.S. and the D.L.O. Salary will be £745 a year, less 
£150 a year oe residential emoluments. 

Applications immediately to the Administrative Officer, Kent 
County Ophthalmic and Aural Hospital, Maidstone, Kent. 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maidenhead. 
RESIDENT SURGICAL REGIS TRAR required. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, 





and returnable to, Secre- 


tary, Windsor Group Hospital Management Committee, Alma- 
road, Windsor, by 3rd June. ea ae 
MEXBOROUGH. — MONTAGU HOSPITAL AND 


and 30 Beds.) Locum SENIOR HOUSE 


(168 Beds, 
Residential emoluments £140 


(surgery) required. 


ANNEXE. 
+a R 
Hospital Management Com- 
Rotherham. 


Secretary, 


“Applications to the 
” Doncaster-road, 


mittee, “‘ Fern Bank, 





MEXBOROUGH. MONTAGU HOSPITAL. (168 Beds.) 
Locum SENIOR HOUSE OFFICER (casualty and orthopeedics ). 
Residential emoluments £140 p.a. 

Applications to the Secretary, Hospital Management Com- 
mittee, ‘* Fern Bank.’’ Doncaster-road, Rotherham. . 
MiID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RESIDENT 
ANAESTHETIST for joint duties at the West Kent General 
Hospital, and the Kent County Ophthalmic and Aural Hospital, 
Maidstone (total beds 254). The post, which is of Senior House 
Officer grade, will be vacant on Ist July, 1955, and carries a salary 
of £745 a year, less £150 for reside ntial emoluments. Excellent 
experience under Consultant Anesthetists is available, and the 
ae” is recognised for the F.F.A.R.C.S. examination. 

Applications, stating age, nationality, qualifications, and 

experience, together with the names of 2 suitable referees, should 
be forwarded to the Administrative Officer, West Kent General 
Hospital, Maidstone. 
MANCHESTER REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in General Surgery initially for duty jin the 
Preston and Chorley Group of hospitals mainly at Preston Royal 
Infirmary. Arrangements may later be made for the successful 
applicant to transfer to the United Manchester Hospitals for 
further training. 

Application forms, obtainable from the Senior Administrative 
Medical Officer, Cheetwood-road, Manchester, 8, should be 
returned by Ist June, 1955. 


MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT CCMMITTEE. The Board 
invite applications from registcred practitioners for the post of 
ANZSTHETIC REGISTRAR with duties in the South Man- 
chester Group. This post is | Fecognised by the Royal College of 
Surgeons for the F.F.A.R.C.S. and for the D.A 

Applications, stating age, “ae ations, a post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER REGIONAL 


HOSPITAL BOARD. 
LANCASTER MOOR HOSPITAL, LANCASTER. (REGIONAL MENTAL 
HOSPITAL. ) 


Applications invited for the post of RESIDENT 
or NON-RESIDENT REGISTRAR (Male or Female). 


Prefer- 
ence to candidates who have held house appointments at genera) 
hospitals. Unfurnished house in Hospital grounds available for 
married applicants if ‘required ; furnished quarters for single 
persons. Hospital recognised for D.P.M., and facilities provided 
for attending courses of instruction at ne ‘igh bouring universities. 
All modern methods of investigation and treatment carried out ; 
outpatient clinics (5) staffed from Hospital. 

Apply Medical Superintendent. a oy 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are 
invited for the post of OBSTETRICAL HOUSE SURGEON 
to a Maternity Unit operating temporarily in the Whitworth 
Park Branch of the above-named Hospital, vacant Ist August, 
1955. The post is supernumerary to the establishment recog- 
nised for training purposes by the Royal College of Obstetricians 
and Gynecologists. Previous obstetrical experience is desirable. 
An opportunity exists for a limited amount of gynecological 
training during tenure of the post. National scale. 

Application forms, which may be obtained from the under- 
signed, to be returned ans later than 8th June, 1955. 

R. Wisk, General Superintendent. 

Saint Mary’s Hospitals ‘WhitWorth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for 3 posts of HOUSE OFFICER in Obstetrics, 2 of which are 
for provisionally registered medical practitioners. Salary in 
accordance with national scale. The appointments are for 6 
months from Ist August, 1955. 

Application forms may be obtained from the undersigned and 
returned not later than 8th June, 1955. 

A. R. Wisk, General Superintendent. 

Saint Mary’s Hospitals, W hitworth Park, Mane hester,13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. 

5 HOUSE PHYSICIANS. 

HOUSE PHYSICIAN for Department of Cardiology. 

HOUSE PHYSICIAN for Department. of Hematology. 

8 HOUSE SURGEONS. 

2 HOUSE SURGEONS for E.N.T. Department. 

2 HOUSE SURGEONS for Neurosurgical Department. 

3 HOUSE SURGEONS for Orthopeedic Department. 
Appointments are for 6 months from 15th and 22nd July, 1955, 
at the appropriate salaries for House Officer appointments, with 
a deduction of £125 p.a. for residence. 

Applications to be made on forms obtainable from the under- 
signed and to be returned as soon - eae 

. H. TAYLor, Secretary. 


MANCHESTER. UNITED rere oe HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the Department of Hematology, to commence as soon as 
possible. Whole-time appointment for 12 months, renewable. 
The post is mainly clinical in character, involving ward and 
general outpatient clinic duties. Higher qualifications an 
advantage but not essential. 
Application to be made on form obtainable from the under- 
signed, to be returned by 11th June, 1955. . 
G. H. Tayior, S 











MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. 2 SENIOR 
HOUSE OFFICERS (surgical) to commence on 25th August 
and Ist September, 1955. Whole-time non-resident training 
post, tenable for 6 months, renewable for a second 6 months, 
Duties allotted in Orthopeedic, Surgical Outpatients and Gene 
Surgical Units in rotation. 

Application form obtainable umn the undersigned, to be 
returned by llth June, 1955. G. H. TAayLor, Secretary. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. RESIDENT 
CASUALTY OFFICER (Senior House Officer grade) to 
commence on 15th September, 1955. Whole-time post for 12 
months. Surgical experience essential. Residence £155 p.a. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than llth June, 1955. 

G. H. TAYLOR, Secretary. 

NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER in the Urology Unit (51 Beds). 
Applications are invited for this vacancy. The department is 
a self-contained unit and the Regional Urological Centre. The 
post offers excellent opportunities for gaining practical experience 
under Consultant Urological Surgeons. 

Applications, together with 1 copy of 2 recent testimonials, 
should be addressed to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4 
NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA FOR CUMBERLAND AND NORTH WESTMORLAND. EAST 
CUMBERLAND GROUP OF HOSPITALS. SURGICAL REGISTRAR 
(resident) for 1 year in the first instance, with likelihood of 
extension. Main duties at Cumberland Infirmary, Carlisle 
(340 Beds). The post is recognised under the F.R.C.S. regulations. 

Applications, with names and addresses of 3 referees, to the 

Senior Administrative Medical Officer, 72, Warwick-road, 
Carlisle, within 14 days. 
NEWCASTLE UPON TYNE HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
(preferably resident) at the Newcastle Eye Hospital (31 Beds) 
and the Eye Unit at Walker Clinical Annexe (21 Beds). The 
Hospital is recognised for the Diploma of Ophthalmology. 
Previous experience in ophthalmology will be an advantage. 
Salary in accordance with the terms and conditions of service of 
hospital medical and dental staffs. 

Applications, with the names of 3 referees, 
the Hospital Secretary, Eye Hospital, St. Mary’s-place, 
upon Tyne, as soon as possible. 

NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Locum 
RESIDENT SENIOR HOUSE OFFICER (orthopedic) 
required immediately until 7th June, 1955. 

Apply Hospital Secretary, City Hospital, 

Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Applica- 
tions are invited for the post of OBSTETRIC HOUSE OFFICER 
(recognised for pre-rogistration purposes) which will be graded 
Senior House Officer or House Officer in accordance with experi- 
ence. Recognised for M.R.C.O.G, Post vacant on 5th July, 1955. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of not more than 3 testi- 
monials, to be sent to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or 
Female) for the post of RESIDENT SENIOR AN-A®STHETIC 
a OFFICER ; duties to commence about 28th June, 
955. 

Applications, stating age, qualifications and 

together with copies of testimonials, to be sent to 

HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Senior Surgical 
HOUSE OFFICER required at the above Hospital. Good 
opportunity of obtaining operating experience in general surgery. 
Recognised for the F.R.C.S Duties to commence as soon as 
possible. 

Applications, stating age, qualifications and 
together with copies of testimonials, to be sent to the 
Secretary, General Hospital, Nottingham. 
NOTTINGHAM .o-— HOSPITAL. Hogarth Radio- 
THERAPY CENTRE. A vacancy exists at the above Centre for a 
SENIOR HOUSE OFFICER in Radiotherapy or REGISTRAR 
(if in possession of Part I, D.M.R.T.) in Radiotherapy. The 
Centre is recognised as a Training School for both Part i and II 
D.M.R.T. (Royal Colleges of London) in conjunction with the 
University of Nottingham, and instruction for this examination 
can be given to those interested and suitable. The position 
offers excellent experience for persons studying for other post- 
graduate degrees. 

Apply as soon as possible, stating age, qualifications and 
experience, together with names of 3 referees, to the Group 
Secretary, General Hospital, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. Resident House 
PHYSICLAN (pre-registration first or second post) required for 
19th June for 6 months. 

Applications, stating age, 
together with copies of testimonials, 
tary. 

NOTTINGHAM GENERAL HOSPITAL. Resident House 

SURGEONS (pre-registration first or second post) required 

Shoe June and 28th June for 6 months. Recognised for 
( 

Applications, 
together with 
Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL. Applications 
are invited from fully ——_— medical practitioners for the 
post of SENIOR HOUSE OFFICER in the Obstetrical and 
Gynecological Department (42 obstetrical beds, 11 gynecological 
beds, and a small block for puerperal pyrexia). The appoint- 
ment is for a period of 12 months to commence 14th July. The 
Hospital is recognised for the M.R.C.O.G. (obstetrics only). 
Previous obstetric experience required. 

Applications, stating age, qualifications, and experience, also 
nationality, together with copies of recent testimonials, to be 
sent to the Group Secretary, General Hospital, Nottingham. 


should be sent to 
Newcastle 


Hucknall-road, 


experience, 


experience, 
Group 


qualifications and experience, 
to be sent to Group Secre- 


experience, 
Group 


and 
sent to 


stating age, qualifications 
copies of testimonials, to be 
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ORPINGTON HOSPITAL, Orpington, Kent. Resident 
ANA SSTHETIST (Male—Senior. House Officer) General Hos- 
pital (813 Beds). Post vacant on Ist July, 1955, is recognised 
for the D.A. 

Apply Physician-Superintendent. 

OXFORD. UNITED OXFORD HOSPITALS. Appli- 
cations invited for post of RESIDENT SENIOR HOUSE 
OFFICER to Nuffield Department of Plastic Surgery at the 
Churchill Hospital with effect from Ist June, 1955. : 

Applications, stating age, qualifications and experience, 

together with names of 2 referees, to Administrator, Radcliffe 
Infirmary, Oxford, by 3lst May, 1955. 
PETERBOROUGH. THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (orthopedic). Appli- 
cations are invited for this position, vacant now. Exceptional 
experience offered in busy department. 

Apply to the Secretary, Memorial Hospital, Peterborough. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SE NIOR HOUSE OFFICER in | Surgery, 
1955. Recognised for the F.R. 
an NIOR HOUSE OFFICER in “Anaathotics, vacant Ist July, 


1955. 


vacant Ist August, 


* “EDIATRIC HOUSE PHYSICIAN, vacant 2nd July, 
Rec + 4re d for the D.C.H. , 
HOUSE SURGEONS (pre-registration posts), vacancies 


now, Ist June, and 1l4th July, 1955. Recognised for the 
F.R.C.S 
Applications, stating age, nationality, qualifications and 


experience, with names of 3 referees, to be sent to— 
ARTHUR R. CasH, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient 
Department. Committee’s Base Hospital serving 60-8 
of 174,000. Recognised for Membership and D.Obst.R.C.O.G., 
F.R.C.8., D.C.H., F.F.A.R.C.S., D.A.) PONTE REDD. AND 
RHONDDA HOSPITAL MANAGEMENT COMMITTEE. NIOR 
HOUSE OFFICER (obstetrics and gynecology) Pann ine lude 
duties at the Liwynypia Hospital). , 
Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. ; 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following 
appointments :— 
Saint Mary’ s Hospital 
HOUSE SURGEON (20 general surgical beds, 20 thoracic 
beds, 10 radiotherapy beds), aaa registration, vacant now. 
Queen Alexandra Hospital 
HOUSE PHYSICIAN (62 Beds), pre-registration post, vacant 
29th June, 1955. 
Royal Portsmouth Hospital 
HOU Ss P HYSICI AN (65 Beds), pre-registration post, vacant 


Applications, age, experience and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. ROGERS. 

35, Grove-road South, Southsea. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ment : 

Queen Alexandra Hospital, Cosham 

Full-time NON-RE SIDENT. JUNIOR HOSPITAL MEDICAL 
OFFICER (dermatology—24 Beds). The appointment includes 
outpatient duties at other hospitals. 

Applications, stating age, experience and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. ROGERS. 

35, Grove-road South, Southsea. 

REDHILL AND CROYDON GROUP HOSPITAL MAN- 
AGEMENT COMMITTEES. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Chest Medicine. Assistant 
to Consultant Chest Physician in Redhill and Purley Chest 
Clinic areas with combined population of 205,700 and combined 
register of 1000. Post becomes vacant on 23rd June, 1955. 
The work includes clinic and hospital duties (49 beds) and also 
preventive work under Local Authority schemes. Applicants 
may visit Redhill clinic by arrangement with Consultant. 

Apply to Group Secretary, Redhill Group Hospital Manage- 
Pendleton-road, Redhill, 


ment Committee, Earlswood Mount, 

Surrey. oe. eke Baie, BP i, PAE 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road. (139 Beds.) HOUSE SURGEON (Male) required— 


pre-registration post. 4 
Apply to the Hospital Secretary. 
RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE OFFICERS (pre-registra- 
tion posts if suitable candidates available) required in July at :— 
CAERPHILLY AND DISTRICT HOSPITAL (near Cardiff) ; Surgical 


Department. : 

TREDEGAR HOSPITAL (near Newport, Mon., and Cardiff). 

Surgical Unit of 50 Beds. Married quarters available. 
8ST. JAMES HOSPITAL, TREDEGAR, Obstetrical Department. 
Married quarters available. 

Salary £425-£525, according to experience, 
deductions for emoluments. 

Apply, with full particulars, to Group Secretary, Hospital 
Management Committee, St. Martin’s-road, Caerphilly. 
ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
(355 Beds, 38 Cots.) Locum SENIOR HOUSE OFFICER 
(surgery) required. Residential emoluments £140 p.a. ; 

Applications to the Secretary, Hospital Management Com- 
mittee, “‘ Fern Bank,”’ Doncaster-road, Rotherham. 


less appropriate 
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ROTHERHAM. DONCASTER GATE HOSPITAL AND 
ROSEHILL HOSPITAL ANNEXE. (161 Beds and 26 Beds.) Locum 


SENIOR HOUSE OFFICER (casualty and surgery). Resi- 
dential emoluments £140 p.a. 
Applications to the Secretary, Hospital Management Com- 


Doncaster-road, Rotherham. 
ROTHERHAM. DONCASTER GATE HOSPITAL 
(161 Beds), MOORGATE GENERAL HOSPITAL, ROTHERHAM (355 
Beds, 38 Cots). Locum SENIOR HOUSE OFFICER (casualty, 
E.N.T., and Eye Departments). Residential emoluments £140 p.a. 
Applications to the Secretary, Hospital Management Com- 


mittee, “‘ Fern Bank,”’ 








mittee, ‘* Fern Bank,’’ Done aster-road, Rotherham. 

RYDE, 1.W. ROYAL ISLE OF WIGHT COUNTY HOS- 
PITAL. ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of CASUALTY 


AND ORTHOPEDIC OFFIC ER (Registrar status), which is 
recognised for F.R.C, Salary £850 or £965 according to 
previous posts held. The post is non-resident, but a furnished 
1-bedroom flat, suitable for married applicant, is available. 

Forms of applic ation can be obtained from the Group Secre- 
tary, Hospital Management Committee Headquarters, Clatter- 
ford House, Carisbrooke, Isle of Wight, and should be returned 
not later than 3rd June, i955. 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run consecutively in this order from 
Ist July, 1955, for a period of 6 months in each post. The post 
is open to pre-registration candidates. 

Apply, naming 2 referees, to Group Odstock 
Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT HOUSE SURGEON (Orthopedic 
Department) which is open to pre-registration candidates, and 
which becomes vacant immediately. The Department has 35 
Beds and a large outpatient turnover. 

Applications, stating age, nationality, qualifications, experi- 
ence, and naming 2 referees, to the Group Secretary, Odstock 
Hospital, Salisbury. 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT or NON-RESIDENT CASUALTY 
OFFICER (Senior House Officer) for the period of 12 months. 
Post is recognised for F.R.C.S. and is vacant now. 

Applications, naming 2 referees, to Group Secretary, 
Hospital, Salisbury. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Orthopedics. BRIDGE OF EARN HOSPITAL, PERTHSHIRE. 
(806 Beds.) Applications are invited for a post as REGISTRAR 
in Orthopedic Surgery at Bridge of Earn Hospital, Perthshire 
(280 fracture and orthopedic beds). Previous experience in 
orthopeedics essential. 

Further particulars and forms of application from the Secretary 
to the Board, *‘ Braeknowe,”’ 430, Blackness-road, Dundee, with 
whom applications should be lodged not later than 4th June, 


Secretary, 


Odstock 


1955. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. PSYCHIAJRIC UNIT, MARYFIELD GENERAL HOSPITAL AND 


DUNDEE ROYAL MENTAL HOSPITAL. Applications are invited for 

the post of REGISTRAR. These active units (including a new 

E.E.G. Department) and their associated Outpatient Depart- 

ment are principally concerned with the treatment of neuroses 

and early psychoses and provide a comprehensive training in 
psychiatry. Candidates, in addition to psychiatric experience, 
must possess up-to-date knowledge of internal medicine. Salary 
and conditions of service in accordance with national agreement. 

Further particulars and forms of application from the Secre- 
tary of the Board, 430, Blackness-road, Dundee, with whom 

applications must be lodged not later than 4th June, 1955. 

SCOTLAND. NORTH-EASTERN REGIONAL HOS- 

PITAL BOARD. Applications are invited for the following appoint- 

ments : 

SE NIOR REGISTRARS in General Medicine 
in Aberdeen General Hospitals. 
SENIOR REGISTRAR in General Surgery 

Aberdeen General Hospitals. 
Appointments are for a period of 1 year in the first instance. 

Applications will be entertained from Senior Registrars who have 

completed their training and in that case the post would be 

regarded as tenable until December, 1956. 
Applications, giving 2 names for reference, 

mitted by llth June, 1955, to the Secretary, 1, Albyn-place, 

Aberdeen, from whom further particulars may be obtained. 

SCOTLAND. NORTHERN REGIONAL HOSPITAL 

BOARD invite applications for the post of Whole-time NON- 

RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER at 

Inverness. The post provides experience in general practice as 

locum tenens as well as hospital work in selected departments. 

Tenure of appointment is 1 year. 

A note of further particulars and an application form are 
obtainable from the unde rsigned with whom applications should 

be lodged by llth June, 195 a 


main duties 


main duties in 


should be sub- 


. FRASER, M.D., D.P-.H., 
Secre tary A. 3 Administrative Medical Officer. 
Northern Regional Hospital Board, 
Raigmore, Inverness. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. 


Applications are invited for the post of SENIOR HOUSE 
OFFICER in Medicine at Western District Hospital, Glasgow. 
The appointment will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience and present 
appointment, and naming 3 referees, to be lodged with the 
Secretary, Board of Management for Glasgow Northern Hos- 
pitals, 13, Woodside-place, Glasgow, C.3, by 31st May, 1955. 


Office of the } 








SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 
REGISTRAR in Pathology based at the Royal Infirmary, 
Glasgow. 
REGISTRAR in Obstetrics and Gynzcology 
Braeholm Maternity Hospital, Helensburgh. 
REGISTRAR in Surgery for duties in the Neurosurgical 
Health 


based at 


Unit, Killearn Hospital, near Glasgow. 
These appointments are subject to the 
Service (Scotland) superannuation regulations. 
Applic ations (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 18th June, 1955. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for SENIOR HOUSE 
OFFICERS (Male or Female) to fill 2 posts vacant Ist August, 
1955, in the Psychiatric Unit at Stobhill Hospital, Glasgow. 
The appointments are resident and will be for 1 year in the first 
instance. The Unit consists of 180 beds with 1500 admissions 
yearly and deals with acute treatable cases ; it is recognised for 
the D.P.M. 

Applications, stating age, qualifications, experience and 
present appointment, and naming 3 referees, to be lodged with 
the Secretary, Board of Management for Glasgow Northern 
Hospitals, 13, Woodside-place, Glasgow, C.3. 


SCOTLAND. SOUTH-EASTERN REGIONAL ~ HOSs- 
PITAL BOARD. Applications are invited for the appointment of 
a SENIOR REGISTRAR in Radiodiagnosis based at the Royal 
Infirmary of Edinburgh, with duties at other hospitals in the 
region. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh- -gardens, Edinburgh, 3, by 


lith June, 1955. 
SCUNTHORPE. ‘WAR MEMORIAL HOSPITAL. (267 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE SURGEON end of June—pre-registration 
or Senior House Officer. 

Applications, naming 2 referees, to Group Secre tary. 


SHEFFIELD. CITY GENERAL HOSPITAL. Department 
OF PATHOLOGY GROUP LABORATORY. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (clinicel 
pathology), vacant immediately. Resident accommodation is 
available and optional. Opportunities for training in morbid 
anatomy, biochemistry, hematology and bacteriology. The 
work at this and the associated hospitals offers excellent experi- 
ence to graduates who wish to make pathology their permanent 
career. The post is recognised for the D.Path 

Apply, giving details of age, qualifications, present and 
previous appointments with dates, and the names of 2 persons 
to whom reference may be made, to the undersigned at Nether 
Edge Hospital, Sheffield, 11. W. STANSFIELD, Secretary. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Mark- 
FIELD SANATORIUM, (163 Beds.) Whole-time RESIDENT 
REGISTRAR (chest event required. Duties will include 
attendance at chest clinics associated with Sanatorium under 
supervision of the Consultant. Minor thoracic procedures are 
carried out and the staff closely — iated with the neighbouring 
major Thoracic Surgical Unit. ppointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital B« vard, Old 
Fulwood-road, Sheffield, by 30th May, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. : 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the following posts : 

(a) NON-RESIDENT SENIOR REGISTRAR in Radiology 
at the Royal Infirmary/Royal Hospital Units. Candidates should 
hold a Diploma in Diagnostic Radiology. The appointment is 
for 1 year in the first instance and will be reviewed annually. 
It has been agreed in principle between the Board of Governors 
of The United Sheffield Hospitals and the Sheffield Regional 
Hospital Board that the appointment, if extended to the full 
period of 4 years, will be divided, subject to satisfactory work 
and progress, between The United Sheffield Hospitals and a 
hospital in the Region. 

Closing date for applications 31st May, 1955. 

(b) NON-RESIDENT REGISTRAR in Neurosurgery at the 
Royal Infirmary Unit. Post vacant. Applications to be sent 
immediately. 

Applications for the above posts should state age, qualifica- 

tions and experience, give the names of 3 referees, and be sent 
to the Chief Administrative Officer, The United Sheffield Hos- 
pitals, West-street, Sheffield, 
SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
SHREWSBURY HOSPITAL GROUP. SENIOR HOUSE OFFICER 
(E.N.T.), vacant Ist August, 1955. Duties at E.N.T. Hospital 
(68 Beds) and ‘ 7 Hospital (168 Beds). Post recognised 
for the D.L.O.I 

Applications, 7 h ‘copy testimonials, to the Group Secretary, 

Royal Salop Infirmary, Shrewsbury. 
SOUTHAMPTON CHEST HOSPITAL. (261 Beds.) 
SENIOR HOUSE OFFICER required from 3rd June, to be 
responsible for Infectious Diseases Unit. The duties are such as 
to suit a candidate reading for higher examinations. The Unit 
is sited at a Hospital possessing up-to-date tuberculosis and 
thoracic surgical units, whilst the Southampton Group of 
hospitals as a whole affords excellent opportunities for study and 
experience in all branches of medicine. 

Applications, together with copies of recent testimonials, 
should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 


National 
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SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O. Examination.) RESIDENT SENIOR 
HOUSE OFFICER required immediately. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Manage ment Committee, Bullar- street, Southampton. 


SOUTHAMPTON GENERAL HOSPITAL. (471 Beds— 
87 surgical.) 2 HOUSE SURGEONS required middle and end 
of June, 1955. Posts tenable for 6 months. Both recognised for 
F.R.C.S. and Pre-registration Service. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds. Recognised for F.R.C.S.) RESIDENT HOUSE 
SURGEON required about 6th June. Pre-registration candi- 
dates eligible. 

Applications, with copies of testimonials, should be forwarded 
to the Group Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar-street, Southampton, as soon as 
possible. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL 
(278 Beds) AND SOUTHAMPTON GENERAL HOSPITAL (471 Beds). 
SENIOR HOUSE OFFICER (E.N.T.) required in June. 
This post is recognised for the F.R.C.S. (Eng.) and D.L.O. 
examinations and provides experience in all branches of E.N.T. 
work, including audiometry. The Group includes a diagnostic 
and distributing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 

SOUTHPORT GENERAL INFIRMARY. 
Recognised for F.R.C.S. and pre-registration. ) 

HOUSE SURGEON (general surgery and gynecology). 

Post vacant early June. 

HOUSE SURGEON (general surgery and ophthalmology). 

Post vacant August. 

HOUSE PHYSICIAN. Post vacant July. 

Salary, &c., in accordance with National Health Service 
terms and conditions of service of hospital medical and dental 
staffs. 

Apply, stating age, qualifications, nationality, experience, 
and enclosing 2 copy testimonials, to Group Secretary, Southport 
and District Hospital Management Committee, Promenade 
Hospital, Southport. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the approved establishment at the Sidcup and Swanley 
Group of hospitals, as from Ist August, 1955. The salary will 
be £965 p.a. and the appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance, renewable for a further year. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 4th June, 1955, 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
HOUSE OFFICER (casualty) required. 

Applications, stating age and qualificacions, with 2 testimonials, 
to Hospital Secretary. 


SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (casualty) required, 1 of 2. for busy Casualty Depart- 
ment. Experience provided in orthopredic and plastic cases. 

Applications, stating age and qualifications, with copies of 

2 testimonials, to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOS- 
PITAL. WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required, pre-registration post, vacant 
Ist June. 

Applications, stating age and qualifications, with names of 2 

referees, to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTER. Locum 
RESIDENT ANASTHETIC REGISTRAR required 22nd June— 
19th July inclusive. 

Applications, stating age and qualifications, with 2 testi- 

monials, to Hospital Secretary. 
SWANSEA. MORRISTON HOSPITAL. (501 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
or non-resident appointment of SENIOR HOUSE OFFICER 
in the Department of Diseases of the Chest. The Department 
consists of 82 Beds, and caters for tuberculous and non- 
tuberculous pulmonary diseases, as well as cardiac and surgical 
conditions. There are 5 weekly thoracic surgery operation and 
bronchoscopy sessions. Close liaison within the Hospital with the 
general medical unit and other special departments affords 
excellent experience. 

Applications, stating age, qualifications, and experience, 
should be addressed to the Medical Superintendent, Morriston 
Hospital, Swansea. 

SWANSEA. MORRISTON HOSPITAL, Morriston, 
SWANSEA, (501 Beds.) GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the resident appointment of SENIOR HOUSE 
OFFICER in the Anesthetic Department of the above Hospital. 

Applications, stating age, qualifications and experience, and 
copies of 2 recent testimonials, should be addressed to the 
Medical Superintendent of the Hospital. 





(185 Beds. 
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SWINDON HOSPITAL GROUP. (507 Beds.) Applica- 
tions are invited for the appointment of RESIDENT CASUALTY 
AND ORTHOPZDIC OFFICER (Senior House Officer grade, 
£745 p.a.) at Great Western Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of years training under Fellowship 
regulations. Work of Accident and Orthopedic a 
associated with Wingfield-Morris Orthopedic Hospital, Oxford 
includes large number of industrial injuries. Residential emolu- 
ments £145 p.a. 

Full details, with copies of 3 recent testimonials, to Secretary, 
7, Okus-road, Swindon, as soon as possible. 


ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House Officer grade) required 
for 1 of the 2 general surgical teams. (Recognised for the 
F.R.C.S.) Post vacant 15th June, 1955, and tenable for 6 
months. Preference given to candidates seeking pre-registration 
posts under the Medical Act, 1950. 

Applications to Group Secretary, Mid Herts Group Hospital 
Management Committee, Bleak House, Catherine-street, St. 
Albans. a ee ; 
ST. ALBANS, HERTFORDSHIRE. HILL END HOS- 
PITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in Psychiatry (whole-time). Duties 
involve work in the Neurosis Centre and mental wards. Candi- 
dates should possess the D.P.M. Hospital may be visited by 
direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, Mid Herts Group Hospital Management Committee, Bleak 
House, Catherine-street, St. Albans, by 3lst May, 1955. 
ST. ALBANS a HERTFORDSHIRE. SHENLEY 
(MENTAL) HOSPITAL. (2366 Beds.) Applications are invited for 
the posts of JUNIOR HOSPITAL MEDICAL OFFICER and 
SENIOR HOUSE OFFICER. Posts offer experience in all 
branches of psychiatry, including modern forms of treatment. 
Full facilities for D.P.M. training. The Hospital is 15 miles 
from London, and may be visited by appointment. 

Applications to the Group Secretary. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of CASUALTY OFFICER, in the Senior House Officer grade, 
at Whiston Hospital, Prescot (892 Beds). The post is approved 
for the 6 months training in casualty work required of candidates 
for the Fellowship examination of the Royal College of Surgeons. 

Applications, stating age, qualifications, and experience and 
giving 2 names for re a e, should be forwarded immediately 
to N. RICHARDS, Secreta 

Group Office, W histon Hospital, Freee ‘ot. 


STOKE-ON-TRENT. TH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR” Hou SE OFFICER (E.N.T.) 
required, vacant now. 

Applications to Group Secretary, Hospital Management 
Committee, Princes-road, Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFIC ER (orthopeedics) required, 
vacant now. Recognised F.R.( 

Detailed applications to parang ‘Secretary, Hospital Manage- 
ment Committee, Princes-road, Stoke-on-Trent. niet # 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (medical) required 
Post vacant July. Recognised pre-registration. 

Applications to Group Secretary, Hospital Management 
Committee, Princes-road, Stoke-on- Trent, as secon as possible. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE me boy ER (ophthal- 
mology) required. Recognised F.R.C.S. and D. 

Applications to Group Secretary, Hospital * Com- 
mittee, Princes-road, Stoke-on-Trent. - 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required 
for post vacant 26th June. Preference given to persons seeking 
pre-registration post. 

Applications, stating age, qualifications with dates, with 
copies of 2 testimonials. to Hospital Secretary. : 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required 
for post vacant 24th June. Preference given to persons seeking 
pre-registration post. 

Applications, stating age, experience and qualifications 

with dates, with copies of 2 testimonials, to Hospital Secretary. 
TYNEMOUTH VICTORIA JUBILEE INFIRMARY. (109 
Beds.) SOUTH EAST NORTHUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from pre-registration or 
registered practitioners for the post of HOUSE SURGEON 
Candidates with suitable experience will be considered for 
appointment in Senior House Officer grade. 
et  . - to Group Secretary, Preston Hospital, North 
5 elds, 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for positions, vacant from Ist May, 1955, 
of SENIOR HOUSE OFFICERS in the General Surgical, 
Thoracic Surgical and Orthopedic Departments, or Locum 
Tenens SENIOR HOUSE OFFICERS in the Thoracic Surgical 
and Orthopedic Departments. Salary for Senior House Officers 
will be £745 p.a. For the Locum Tenens appointments payment 
will be at the rate of £14 10s. a week. In all cases a charge of 
£155 p.a. will be made for residential accommodation. 

Address written applications, giving full personal particulars, 
details of experience, &c., together with 2 names and addresses 
for reference, to W. BOWRING, Group Secretary. 

Victoria ¢ ‘hambers, Wood-street, Wakefie i 
WATFORD. SHRODELLS HOSPITA (400 is.) 
Applications are invited for the post of HOU SE iSysicr TaN 
(pre- or post-registration). Post vacant middle of June. 

Applications, with copies of 2 testimonials, should reach the 
Medical Officer-in-charge as soon as possible 
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WATFORD HOSPITALS. 
REGIONAL HOSPITAL BOARD. 
(resident) required for the above Hospitals. 
June. 

Application forms obtainable from, and returnable to, 
Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 
10 days after the appearance of this advertisement. 


WELSH REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Psychiatry, Whitehurch Hospital. Cardiff 
(800 Beds). Single accommodation available. Subject to review 
end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general surgery), non-resident, 
Hospital, Morriston, near Swansea. 

REGISTRAR (obstetrics and gynecology), Morriston Hos- 
pital. Resident. Hospital recognised for M.R.C.O.G. 

REGISTRAR (thoracic surgery), Sully Hospital, near Cardiff 
(342 Beds). Thoracic Centre for pulmonary tuberculosis and 
other chest diseases for South Wales. Resident/non-resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WHITEHAVEN HOSPITAL, Cumberland. (124 Beds, 
plus 27 beds in Annexe.) HOUSE SURGEON, witb orthopedic 
and casualty duties. (Recognised pre-registration, Senior House 
Officer grade if appropriate.) Vacant now. 

Detailed applications, with dates and copies of 2 testimonials, 
to Group Secretary, Workington Infirmary, Cumberland. 


WHITEHAVEN HOSPITAL, Cumberland. (124 Beds 
and Annexe of 27 Beds.) HOUSE OFFICER (obstetrical and 
gynecological), House Officer or Senior House Officer grade, 
vacant Ist July. 

Detailed applications, with dates and copies of 2 testimonials, 
to Secretary. 

WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery required. 

Applications to Secretary, Wigan Infirmary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post. Vacant 
3ilst May. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE SURGEON to thé Senior Surgeon, 
vacant Ist July. 

Applications, with copies of 2 testimonials, to be sent to the 
Secretary. 

WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE PHYSICIAN (pre-registration ), 
vacant Ist July. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
SURGEON in General and Orthopedic Surgery required, Male 
or Female, for post vacant 8th Jane. Recognised for F.R.C.S. 
Preference given to person seeking pre-registration post. 
Applicants required to be members of a Medical Protection 
Society. 


North West Metropolitan 
AN-ESTHETIC REGISTRAR 
Post vacant 13th 


Morriston 


Applications, stating age, qualifications with dates and 
nationality, together with copies of recent testimonials, to 
Secretary. 


WINDSOR. KING EDWARD VII HOSPITAL. Resident 
ANAESTHETIC REGISTRAR required. Post recognised for 
D.A. and F.F.A.R.C.S. Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, 

Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 3rd June. 
WINDSOR. KING EDWARD Vil HOSPITAL. House 
SURGEON in General Surgery required, Male or Female, for 
post vacant 7th July. Recognised for F.R.C.S. Preference 
given to persons seeking pre-registration House Officer post. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of recent testimonials, to Hospital 
Secretary. 

WOLVERHAMPTON GROUP. 
The Royal Hospital (an Associated Hospital of the 
University of Birmingham Medical School) 

HOUSE OFFICER (casualty), vacant 9th June. 

HOUSE OFFICER (E.N.T. Department), vacant 7th July. 

SENIOR HOUSE OFFICER or HOUSE OFFICER (Frac- 

ture and Orthopeedic Department), vacant June. 

“Apply, with copies of testimonials, to Secretary, The Royal 
Hospital, Wolverhampton. as 
WORCESTER (near). POWICK HOSPITAL. Applica- 
tions are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (resident or non-resident). The post offers experience 
in all branches of psychiatry, including all forms of modern 
treatment and outpatient clinics. The Hospital has a high 
admission-rate, is recognised for the D.P.M., and has associated 
Child Guidance Clinics and a Mental Deficiency Institute 
similarly recognised. Arrangements are made for Medical Officers 
to attend at the Birmingham Medical School for instruction 
in neurology. 

Applications, with full details and the names of 2 referees, to be 
forwarded to the Medical Superintendent. Sate: 
WORCESTER ROYAL INFIRMARY. Applications 
invited for posts of HOUSE SURGEONS (pre-registration or 
otherwise), vacant July. 

Applications, with testimonials, to the Secretary. 





WORCESTER ROYAL INFIRMARY. Applications 
invited for the post of HOUSE PHYSICIAN (pediatrics). 

Applications, with testimonials, to the Secretary. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Weetwood Hospital, Beverley, Yorks (220 Beds) 

ORTHOPZDIC HOUSE SURGEON (first, second, or third 
post). Offers good opportunity for general experience in busy 
acute general hospital. Approved pre-registration post. Fully 
qualified practitioners may apply. Recognised for F.R.C.S. 

Apply to Group Secretary. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of CASUALTY OFFICER 
which will be vacant on Ist August, 1955, in the above Hospital. 
The appointment is for 6 months but is renewable for a further 
6 months. Salary £475 p.a., less £125 for residential emoluments. 

Applications to be snbmitted not later than 11th June, 1955, 
to the President, Public Health Committee, General Hospital 
Jersey, C.I. Ta 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
A vacancy for a MEDICAL OFFICER will exist on 16th July, 
1955. Applications are invited to fill the post on or as soon after 
this date as possible. The appointment is for 6 months but is 
renewable for a further 6 months. Salary £575 p.a., less £125 
for residential emoluments. 

Applications to be submitted not later than 11th June, 1955, 
te the President, Public Health Committee, General Hospital, 
ersey, C 





Public Appointments 


AUSTRALIA. PUBLIC SERVICE OF 
AUSTRALIA. HOSPITALS DEPARTMENT. 

ASSISTANT DIRECTOR (non-resident), Radiological (Diag- 
nostic) Department, Royal Adelaide Hospital. 

Salary : £2600 p.a. 

Duties: ResponsihJe to the Medical Superintendent to 
organise, maintain, and provide a service in diagnostic radiology 
in conjunction with and subject to the technical direction 
of the Honorary Radielogist, and to perform such examinations 
and report ‘thereon as are delegated to Honorary Assistant 
Radiologists. 

Qualifications: Applicants must be duly qualified medical 
practitioners registrable in South Australia holding a_ higher 
qualification in medical radiology, viz., F.F.R. or D.M.R., 
and in addition preferably a higher qualification in general 
medicine or surgery. 

Term of appointment is 3 years with eligibility for re- 
appointment. The position is full-time without the right of 
private practice. 

DIRECTOR OF 
Adelaide Hospital. 

Salary: £2600 p.a. 

Duties : To be responsible to the Medical Superintendent for 
the development, organisation, and administration of the 
anesthetic services in the Hospital (including teaching of 
medical students in ansesthesia). 

Qualifications: Applicants must possess a senior degree in 
anesthesia. 

Term of appointment is 3 years with eligibility for re- 
appointment. The position is full-time without the right of 
private practice. . 

Applications for the above-mentioned positions should be 
made in writing to the Agent-General for South Australia, 
South Australia House, Marble Arch, London, W.1, by 10th 
June, 1955, setting out full names, address, date of birth, marital 
status, academic qualifications, practical experience, and 
particulars of war service (if any). Copies of testimonials should 
be submitted with the application. as ia at heal 
DERBYSHIRE COUNTY COUNCIL. County Health 
DEPARTMENT. SENIOR MEDICAL OFFICER for Mental 
Health. Applications are invited from registered medical 
practitioners for this whole-time superannuable post. Experience 
in dealing with educationally subnorma! children and mental 
defectives is necessary for carrying out the duties. The possession 
of a Diploma in Public He&tlth or in Psychological Medicine 
would be regarded as an important additional qualification. 
Salary £1250—-£50-£1650 p.a. Car allowance. 

Particulars and application forms obtainable from Dr. J. B. 8. 
MorGAN, County Medical Officer, St. y’s-gate, Derby, to 
whom they should be returned by 3lst May, 1955. i 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 


square, London, 8.W.1. : 
Latest date for receipt 





SOUTH 


ANAESTHESIA (non-resident), Royal 





District County of applications 
YARMOUTH. . ISLE OF WIGHT llTH JUNE, 1955 
HARLESTON NORFOLK ~ 11TH JUNE. 1955 

GLAMORGAN EDUCATION AUTHORITY. Rhondda 


URBAN DISTRICT COUNCIL—COMMITTEE FOR EDUCATION. Applica- 
tions are invited from registered medical practitioners for 
appointment as ASSISTANT MEDICAL OFFICFR, under the 
supervision of the District Schoo] Medical Officer at a salary of 
£950 p.a. rising by annual increments of £50 to £1300 p.a. 
Preference will be given to candidates holding the D.P.H. or 
D.C.H. and experience in peediatrics will be an advantage. The 
appointment is superannuable and the successful candidate 
will be required to pass an examination as to physical fitness. 
The successful candidate, if in need of housing accommodation 
and not already a resident of the Rhondda Urban Area, may be 
offered the tenancy of a Council house. : 

Forms of application and conditions of appointment may be 
obtained from the District School Medical Officer, Tydfil House, 
Pentre, Rhondda, by’ whom completed applications should be 
received as soon as possible. 
D. J. Jones, Clerk of the Council. 
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GATESHEAD. COUNTY BOROUGH OF GATESHEAD. 
ASSISTANT MEDICAL OFFICER OF HEALTH AND 
ASSISTANT SCHOOL MEDICAL OFFICER. Applications 
are invited from ony qualified medical practitioners in possession 
of the D.P.H., C.P.H., or D.C.H., for the post of Assistant 
Medical Officer in the Public Health Department. In the case 
of female applicants, marriage is a bar to appointment. Salary 
will be within the scale commencing £950 and rising to £1 300 
p.a., by annual increments of £50, having regard to the experience 
of the candidate in similar posts. The appointment is super- 
annuable, subject to medical examination, and is terminable 
by 1 months notice from either side. 

A list of the duties of the office may be obtained from the 
Medical Officer of Health, Greenesfield House, Mulgrave-terrace, 
Gateshead, to whom applications, stating age and experience 
and accompanied by not more than 3 recent testimonials, should 
be sent in envelopes endorsed “‘ Assistant Medical Officer,”’ 
within 14 days of the appearance of this advertisement. 

', D. Jackson, Town Clerk. 

Town Hall, Gateshead, 8, 9th May, 1955. 
LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioner with postgraduate qualification in psychiatry 
required as Part-time PSYCHIATRIST in Child Guidance 
Clinic. Experience in child psychiatry essential. Preference to 
candidates who have taken recognised training course in child 
guidance. Salary for 4 sessions per week £876 p.a. or pro rata. 
Travelling expenses paid where applicable. 

Applications, stating age, qualifications, full experience, and 
giving names of 2 referees, to the County Medical Officer of 
Health, Serial 134, East Cliff County Offices, Preston. 


NATIONAL COAL BOARD. East Midlands Division. 
Applications are invited from registered medical practitioners 
for the posts of ASSISTANT AREA MEDICAL OFFICER in 
Area 1 (Bolsover), Area 3 (Edwinstowe) and Area 4 (Huthwaite) 
The successful applicants will assist the Area Medical Officer 
in the supervision of an Industrial Health Service in the Area, 
including the examination of new entrants. The work entails 
underground visits at Collieries. Candidates should have 
completed hospital and other postgraduate training. Experience 
in general practice and an interest in the field of preventative 
or industrial medicine would be an advantage. Salary scale 
£1100-£1600. A candidate appointed with a fair amount of post- 
graduate experience will receive a starting salary of not less 
than £1200, 
Applications, stating age, qualifications and details of present 
position and past experience, together with the names of 2 
referees, should be sent to the Secretary, National Coal Board, 
East Midlands Division, Sherwood Lodge, Arnold, near, 
Nottingham, not later than 14 days after publication of the 
advertisement. Mark envelope and applications “‘S.V. 404.” 


PETERBOROUGH. CITY AND SOKE OF PETER- 
BOROUGH. Applications are invited from medical practitioners 
holding the qualifications required by statutory regulations for 
full-time service in the mixed appointment of CITY MEDICAL 
OFFICER OF HEALTH (four-elevenths), DEPUTY COUNTY 
MEDICA OFFICER OF HEALTH (three-elevenths) and 
DEPUTY SCHOOL MEDICAL OFFICER under the Peter- 
borough Joint Education Board (four-elevenths). Salary £1575— 
£52 10s.-€1785 (on anticipated basis of new award). Car allow- 
ance and other Whitley Council provisions. 

Forms of application and further particulars may be obtained 
from the Town Clerk, P.O. Box No. 8, Town Hall, Peterborough, 
Northants. Closing date Saturday, ith June, 1955. 

SUDAN GOVERNMENT. The Sudan Ministry of Health 
invites applic ations for the posts of Male SPECIALIST 
PHYSICIANS, SURGEONS, and GYNZCOLOGISTS. Candi- 
dates must possess adequate professional qualific ‘ations for the 
type of post, viz., M.R.C.P., F.R.C.S., or M.R.C.O.G., or inter- 
nationally recognised equivalents. Age should be 28-43. 
Appointment will be on short-term contract (with bonus) for 
a period of up to 5 years. Salary scale ranges between ££1750 
and ££2330 for Junior Specialists (annual increases) or a fixed 
rate of £E£2500 p.a. for Specialists. Starting rate of pay is 
fixed according to age, qualifications, and experience. Outfit 
allowance of £E50 is payable when the contract has been signed. 
Free passage on appointment. Annval leave after the first tour. 

Further particulars and application forms can be obtained 

from Dr. E. P. Pratt, 93, Harley-street, London, W.1. 


Hospital Services : Non-Medical Appointments 


INFIRMARY. Senior E.E.Q. 
Teaching Hospital required 








MANCHESTER ROYAL 
RECORDIST (grade I) at the above 
Ist October, 1955. 

Applications from suitably qualified technicians, together with 
names of 2 referees, to be sent to 

Dr. Fera@uson, Director, 
University Departme nt of Neurology. 
Manchester Royal Infirmary, Manchester, 


General Practice 


For an Executive Council post (England and Wales) oply on* orm E.C.164 
obtainable from the council. Mark envelope ‘* Vacancy.’ 


HUDDERSFIELD. Applications 
are invited for a general medical practice VACANCY in an 
Urban area, number of patients on list at present 2062, 464 
of which are dispensing patients. Part of the practice lies in the 
area of the Huddersfield Executive Council. Apply on Form 
E.C.16a to the undersigned, from whom further particulars 
and forms may be obtained. _ Closing date fer applications 
2nd June, 1955. H. STABLER, Clerk, 
Yorks West Riding Executive Council. 

Wakefield. 








KIRKHEATON, near 


5, St. John's-north, 





Applications invited for 


LIVERPOOL (WAVERTREE). 
List approxi- 


practice VACANCY (urban). Doctor resigning. 
mately 1600. Accommodation may be available. Apply on 
Form E.C.16A, not later than Wednesday, Ist June, 1955, to 
G. DONCASTER, Clerk of the Liverpool Executive Council. 
36, Princes-road, Liverpool, 8. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


For excellent training opportunities and promising 
careers for Pathologists in the United States of America contact 
Dr. E. von HaaM, Chairman, Department of Pathology, Ohio 
State University Medical Center, Columbus 10, Ohio. 
Applications are invited for the appointment of a Medical 
Officer with a leading British Company in British West Africa. 
Applicants should not be more than 35 years of age and should 
have had good all-round experience since qualifying. Salary 
will be in accordance with age, experience, and qualifications, 
but will not be less than £1500 p.a. In addition there are family 
allowances, free passages to and from West Africa, and free 
furnished quarters. Membership of pension fund is compulsory. 
Tours of duty will be up to 21 months followed by leave on full 
pay.—Applications, giving full details of experience, should be 
made to the ‘rw Medical Officer, Unilever House, Black- 
friars, London, E.C 
A Light Enalescrine Organisation which has a well- 
established Medical Service, invites applications for the post 
of full-time Medical Officer. Candidates should have experience 
in general practice and/or industrial medical practice, whilst 
a D.1.H. qualification will be an advantage. The successful 
candidate will be required to work and reside in West London 
Area. Remuneration within the B.M.A. recommended salary 
scale, with contributory superannuation scheme.—Applications, 
stating age, qualifications and experience, should be sent to: 
Address, No. 135, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C 
Albright a Wilson Ltd., Chemical Manufacturers, and 
Midland Silicones Ltd., require a full-time Medical Officer to 
supervise and control ‘the medical services in their factories 
situated in the Midlands, London, South Wales and the North- 
West. Applicants should hold a higher qualification in general 
medicine and have considerable clinical experience. Previous 
experience in industry, though not essential, will be considered 
an advantage. The ‘successful candidate should reside in the 
Birmingham area. A substantial salary is offered and a non- 
contributory pension scheme is in operation in addition to 
housing and family education schemes. —Applications, giving 
full details of age, qualifications and experience, with the names 
of 2 referees, should be sent to the Staff Officer, Albright & 
Wilson Ltd., P.O. Box 3, Oldbury. Birmingham. 
imperial Chemical Industries Limited has a vacancy 
for an Experimental Physiologist (Male) preferably with higher 
medical qualifications to undertake research in Industrial 
Hygiene and Toxicology in its Industrial Hygiene Research 
Laboratories. The work will involve animal experiment and 
field investigation. Research experience in modern techniques 
is essential. Age 30-35 years. Salary dependent upon age, 
qualifications, and experience to the order of £1800-—£2000 p.a. 
-Applications with particulars and reference to publications 
should be submitted to Head Office -, ae Staff Depart- 
ment (GDC), L.C. House, Millbank, 8.W. 
Well-known company manataciarine’ surgical dressings 
and allied products wishes to appoint a qualified medical man to 
its Research Department. The duties of the appointee will 
largely involve the planning, and codédrdinating of results, of 
tests in hospitals and clinics within the fields of general and 
special surgery, orthopeedics, geriatrics, pediatrics, dermatology, 
allergy. Candidates should have a good congenial personality 
and a proved aptitude for logical scientific working. Commenci 
salary not less than £1250 p.a., according to qualific ations an 
experience.—Box L338, L.P.E., 55, St. Martin’s-lane, W.C.2. 
Wimpole-street. Spacious bed-sitting room in charming 
private flat. Ideal professional man.—Phone : HUNter 0630. 
Well-known, highly respected pharmaceutical house with 
large annual business seeks products with successful backgrounds 
in country of origin for production and sale in U.S.A. under 
licensing, royalties, or outright purchase of patents. All corres- 
pondence held in strict confidence.—Address, No. 116, THE 
LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical ty. ay —SYBIL RANG, 21, 
Heath-street, Hampstead, London, N (HAM. 5329/0504). 
Applicants for posts requiring iovilvaon tale copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVIcE LTpD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7), 
Rare books on many subjects ; 
ology, Literature, &c. Cat. 2/1955 1000 items 
STEVENS Cox, Bookseller, Be aminste r, Dorset. 
The British Journal of Medical Hypnotism. — Quarterly, 
£1 1s. p.a.— Orders to the Publishers, 4, Victoria-terrace, Hove, 3, 
Sussex 
Austin. The New Show Models A.30, A.40, A.50 and A.90. 
Limited number of orders now acceptable from ———s — 
users for delivery ahead.—Demonstrations, easy 
chures, application forms on request, from 14 oad, “ae 
Green weed, Golders Green, London, N.W.11. 
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When the need is urgent 


UROMYCIN 


TETRACYCLINE 


Gives immediate effective blood levels 


When the condition of the patient demands immediate control of infection, 
ACHROMYCIN INTRAMUSCULAR can be relied upon to produce high 
levels of the antibiotic in the blood and tissues in a minimum of time. 
ACHROMYCIN tetracycline, a true broad-spectrum antibiotic, is notable for 
its freedom from side effects and is remarkably effective against a wide range 
of Gram-positive and Gram-negative organisms as well as in many infections 
of rickettsial, protozoal, spirochaetal and viral origin. The Intramuscular form 
is particularly well tolerated by the patient and is rapidly gaining favour among 


doctors for its convenience in use. Supplied in vials of 100 mg. 


Achremycin is also available as Capsules, Tablets, Soluble Tablets, Intravenous, Ointment 3%, 
Ophthalmic Ointment 1%, Oral Suspension, Pediatric Drops, Spersoidst Dispersible Powder 


40> 
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ETHIOPIAN AMULET 


Depicted in this ancient drawing is the Cross 
of the Divine Face. To the left is a cross 
drawn on a cross-shaped background. Below 
are 15 panels of 4 eyes, pairs of eyes and 
crosses. This amulet was regarded as a 

very special protection against attacks 

of the Evil Eye. 
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NOW, Abbott's selective acting antibiotic ERY THROCIN 

is prescribed for specific therapy against cocci infections. It 

is less likely to alter normal intestinal flora than most other 
widely used antibiotics; gastrointestinal disturbances 

are rare; no serious side effects reported. ERY THROCIN Filmtab 
coating provides faster drug absorption and earlier blood 
levels. Thus your patient has high blood concentrations of 
ERYTHROCIN within 2 hours. Peak levels at 4 hours and 
significant concentrations for 8 hours. Consider ERYTHROCIN 
against staphylococci, streptococci and pneumococci even 
when patients are allergic to other antibiotics or when the 
organism is resistant. ERY THROCIN 100 and 200 mg. Filmtabs 
are available in bottles of 25 and 100. For ehildren 60 cc. bottles 


of ready-to-use Oral Suspension. 


(ERYTHROMYCIN STEARATE ABBOTT) 
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